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Abstract 
 The current study investigated the use of online training and coaching with early 
intervention teachers of the visually impaired (TVI) to change their practice toward a family 
centered relationship-based (FCRB) approach. Early intervention TVIs were trained to use a 
researcher-developed approach, called the Matrix Approach, in their early intervention service 
delivery. The approach was developed based on planning and delivery models in the field of 
visual impairments and early childhood special education (American Printing House for the 
Blind, n.d.; DEC, 2014; Dote-Kwan & Chen, 2014; Petersen & Nielsen, 2005) and further 
refined to encourage changes in teaching practices.  
 A multiple baseline design was used to investigate the efficacy of the Matrix Approach 
with early intervention TVIs. It was hypothesized that as early intervention TVIs increased 
fidelity in implementation of the Matrix Approach, measures of both parent-professional 
collaboration and parent-child engagement would increase. However, such an outcome was only 
meaningful if the stakeholders found the procedures acceptable for continued use with beneficial 
outcomes that were deemed worth the effort to attain. Therefore, qualitative measures were used 
to investigate objectives related to social validity. Specifically, data were gathered to determine 
whether intervention strategies were integrated into daily family routines. Post-study interviews 
with parents and early intervention TVIs were used to gather stakeholder feedback.  
 Visual analysis showed a functional relation between online training and coaching, and 
early intervention TVIs use of the Matrix Approach. This relation was observed both within and 
across participants. Evidence for a relation between fidelity to the approach and parent-
professional collaboration was evident. Social validity data focusing on goals, procedures, and 
outcomes were strong with some suggestions for change offered by participants.  
		 iii 
Acknowledgements 
I cannot express the depth of my gratitude for the many people that have helped me along 
my academic journey. Many have provided support by expressing belief in my ability to 
accomplish that which I was, at times, not certain I was capable. In fact, if it were not for the 
encouragement of my husband, Lance, and my advisor, Dr. Michaelene Ostrosky, I am 
convinced I would not have persevered. I am thankful for their unwavering confidence when I 
did not have it in myself.  
My family and friends have been gracious to forgive my absence from and lack-of-
attention to those responsibilities that were rightfully mine. This has most significantly impacted 
my family (Lance, Adam and Zach) and my parents (Dean and Norma Snyder), yet they 
constantly convey pride in the work I am doing. This makes my heart full of love and gratitude 
for the friends and family with which the Lord has blessed me. I truly could not have finished 
this work, if it were not for the willing sacrifice of loved ones. 
Further, I am equally indebted to my mentors. Dr. Michaelene Ostrosky has been a model 
of selfless service. I will not forget the many times she helped me through a decision, difficulty, 
and, sometimes, an irrational panic. Because of her guidance I have a strong focus for my future, 
I am a better writer, and I am learning to be a mentor to my own students. I am also thankful for 
the depth of insight that Drs. Hedda Meadan-Kaplansky, Rosa Milagros Santos Gilbertz, and 
Christine Bischke brought to my dissertation research. I sought their guidance because they each 
hold a high level of excellence while exemplifying honest and giving service. I must admit that 
in the proposal stage of this dissertation study, I did not quite understand the magnitude of the 
advice they provided. As the project progressed, the depth of their knowledge has become clear. 
With their guidance, the study was stronger and I am deeply grateful; but I also I believe I am 
		 iv 
better prepared for future research. I am thankful for the leadership of this team and admire and 
respect each of them beyond words. 
Other mentors have also meant much to my journey. I came to UIUC at the suggestion of 
Dr. Kay Ferrell. It is her life’s work on behalf of children and families and her continued support 
of me that has fueled my passion for early intervention visual impairments. Early in my time at 
UIUC, Dr. Susan Fowler was instrumental in shaping my thoughts around early childhood and 
national policy. This spurred my thinking about the specialty of visual impairments and 
personnel preparation, a major focus of both my early research and this dissertation study. 
Finally, the generosity and leadership of Dr. Maribeth Lartz allowed me to explore the usefulness 
of the earliest iterations of the Matrix Approach. But, even more than that, she has been a 
constant source of encouragement and inspiration throughout this entire journey. I am thankful 
for the impact these mentors have made in shaping my understanding of early childhood, visual 
impairments, personnel preparation, and public policy. I will not forget. 
Finally, I am thankful for the immense help from Allison (Lothrop) Barton, my research 
assistant. She was an invaluable collaborator and coded with a smile. Her work was dependable, 
trustworthy, and excellent. She was and is a true blessing. Further, I have thoroughly enjoyed the 
comradery and support of those in my cohort (Hsiu-wen Yang, Dr. Deserai Miller, Shari 
Hopkins, and Kim Patton) as well as my early childhood visual impairment cohort (Dr. Cathy 
Smyth, Dr. DeEtte Snyder, and Nana Phan Dwald). I look forward to years of impactful service 
alongside these wonderful women . . . wherever our futures take us. 
As I reflect on my academic journey, I find myself overcome with gratitude, recognizing 
a debt that I cannot repay. But, as Benjamin Franklin suggests, perhaps a broader outcome is just 
as valuable. It is through this lens that I will seek to begin my next chapter. 
		 v 
For my own Part, when I am employed in serving others, I do not look upon myself as 
conferring Favours, but as paying Debts. In my Travels, and since my Settlement, I have 
received much Kindness from Men, to whom I shall never have any Opportunity of 
making the least direct Return. And numberless Mercies from God, who is infinitely 
above being benefited by our Services. Those Kindnesses from Men, I can therefore only 
Return on their Fellow Men; and I can only shew my Gratitude for these mercies from 
God, by a readiness to help his other Children and my Brethren. For I do not think that 
Thanks and Compliments, tho’ repeated weekly, can discharge our real Obligations to 
each other, and much less to our creator. 
 
Letter to Joseph Huey, June 6, 1753 
The Writings of Benjamin Franklin by Albert Henry Smith 
  
		 vi 
Table of Contents 
Chapter I Introduction ................................................................................................................. 1 
 
Chapter II Literature Review ...................................................................................................... 9 
 
Chapter III Methods ................................................................................................................... 34 
 
Chapter IV Results ..................................................................................................................... 64 
 
Chapter V Discussion ................................................................................................................. 96 	
References .................................................................................................................................. 115 
 
Appendix A: IRB Approval ..................................................................................................... 126 
 
Appendix B Matrix Approach Checklist ................................................................................ 129 
 
Appendix C Matrix Planning Worksheet ............................................................................... 132 
 
Appendix D Early Intervention TVI Demographics Survey ................................................ 135 
 
Appendix E Parent Demographics Survey ............................................................................. 137 
 
Appendix F Recruiting Materials ............................................................................................ 139 
 
Appendix G Consent Forms (Parent and Child, Early intervention TVI) .......................... 140 
 
Appendix H Pre- and Post-Interview Parent/Professional ................................................... 146 
 
Appendix I Online Module Outlines ....................................................................................... 163 
 
Appendix J Coaching Checklist and Procedure .................................................................... 164 
 
Appendix K Coaching Follow-Up: Sample Email ................................................................. 165 
 
Appendix L Coding Definition for Parent-Professional Collaboration ............................... 166 
 
Appendix M Coding Definition for Parent-Child Engagement ............................................ 167 
 
Appendix N Data Recording Sheet .......................................................................................... 169 
 
Appendix O Application of Intervention ................................................................................ 171 
 
	 1 
Chapter I 
Introduction 
 Young children, defined specifically as those aged birth to 3 years, learn about their 
world through observation and experiences. Ferrell (2011) suggests that vision serves as the 
primary mode for understanding information that is gathered through all the senses. In fact, in 
her seminal work, Fraiberg (1977) found vision to be the key motivating factor that led to much 
early development. While Ferrell, Shaw, and Deitz (1998) debunked the long-held belief that 
children with visual impairments were bound to experience significant global developmental 
delays, they did find that some developmental areas seemed to be more significantly impacted by 
vision loss (i.e., motor) than others (i.e., speech). However, these researchers also discovered that 
other disabilities in combination with visual impairments were a stronger indicator for delay than 
visual impairments alone.  
 While our understanding of the normal progression of development in children with 
visual impairments has evolved over the past 70 years, strong evidence now supports the need 
for specialized instruction as a way to mediate potential risks for delay (c.f., Ferrell, Bruce & 
Luckner, 2014). In fact, experts believe that attention and responsiveness to early communication 
and the parent-child relationship are essential for language, literacy, and social development in 
young children with visual impairments (Hatton et al., 2017; Lueck, Chen, & Kekelis, 2008; 
Wilton, 2011). Similarly, several authors have supported the need for intentional efforts to 
encourage movement and spatial awareness thereby developing object knowledge as well as 
gross motor skills and competence in orientation and mobility (Cutter, 2007; Fazzi et al., 2002; 
Lueck et al., 2008). 
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Use of Recommended Practices 
 Yet, as a field, we must recognize the unique characteristics of young learners and the 
family unit. In fact, recommended practices in early intervention (developmental services for 
children ages birth to 3 years) that prioritize family-centered and relationship-based (FCRB) 
practices, adult learning styles, and child learning needs (Pletcher & Younggren, 2013) are 
consistently supported in the literature for children with visual impairments and their families 
(Ely & Ostrosky, 2018). In a systematic review of the literature related to young children with 
visual impairments spanning the years 1997 to 2016, Ely and Ostrosky identified 27 research and 
commentary articles that met search criteria. They analyzed each study for alignment to the five 
pillars of early intervention as outlined by Pletcher and Younggren (2013) and foundational to 
the DEC Recommended Practices (2014) including FCRB practices, adult learning, child 
learning, natural environments, and quality teaming. The research revealed that practices that 
promote parent-child relationships are especially important for children with visual impairments 
and their caregivers given the specialized needs for early communication and development of 
strong social relationships. One pillar of early intervention, natural environments, was criticized 
by commentators from the field of visual impairments (Chen, 1999; Richert, 2007). These 
scholars did not agree with the federal definition of natural environments that they believed 
restricted service options for families and their children with visual impairments. In fact, several 
scholars supported a broader definition of natural environments that focused on learning within 
routines with less emphasis on the peers involved or the place of that learning (Chen, Klein, & 
Haney. 2007; Ferrell, 2011; Hatton, McWilliam, & Winton, 2002; Petersen & Nielsen, 2005).  
 The use of recommended practices in early intervention seems especially important for 
very young children with visual impairments and their families. Specifically, Troester (2001) 
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found that vision loss typically causes stress in caregivers and may result in a lack of family 
confidence. Family-centered practices are designed to build parent confidence in their ability to 
care for the needs of their children (Pletcher & Younggren, 2013). Troester found that perceived 
access to social supports was a notable mediator to relieve parent stress. In addition, several 
researchers noted that the parent-child relationship and shared interactions are foundational to 
enjoyable interactions that encourage child engagement (Lappin & Kretschmer, 2005; Metell, 
2015). Practices that strengthen parent-child relationships and are focused on children’s learning 
needs as well as the adults’ needs promote parent follow-through even outside of early 
intervention sessions (Pletcher & Younggren, 2013). Such practices are important for young 
children with visual impairments due to their need for consistent practice with new skills 
resulting from limited opportunities to learn through observation (Ferrell, 2011). Early activities 
must be experience-based while children are learning to make sense of auditory and tactile 
information (Fazzi et al., 2002; Ferrell, 2011). As Pletcher and Younggren (2013) explain and as 
highlighted in the DEC Recommended Practices (2014), tailoring activities to a child’s unique 
learning needs is a pillar for effective early intervention.  
Training Needs 
 Because of the specialized needs of young children with visual impairments, early 
intervention teachers of the visually impaired (TVI) require a specialized skill set that blends 
knowledge from the field of visual impairment with knowledge from the field of early 
intervention. Yet, Anthony (2014) suggests that many who work with this population may not be 
adequately trained to meet the needs of the population with which they work, having been 
trained with a singular focus on either visual impairments or early intervention. Finding 
personnel who have this unique blend of competencies in both areas is extremely difficult. While 
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early interventionists and visual impairment personnel should work together to meet family 
needs (DEC, 2015), training a specialized workforce seems more efficient and may better meet 
child and family needs.  
 Yet, training a specialized workforce is problematic on multiple levels. First, requiring 
personnel to acquire training at the pre-service level in both early intervention and visual 
impairment would prove expensive and impractical. This is especially true considering the low 
wages that such professionals typically earn (Anthony, 2014). In addition, the low incidence of 
young children with visual impairments suggests that the demand for trained professionals would 
prove limited. For this reason, having several personnel preparation programs across the nation is 
likely logistically and economically impractical. Therefore, a more logical response might be to 
provide specific training to professionals who already have a foundation in visual impairment or 
early childhood to strengthen their skills in the needed area. In fact, this approach is typically 
seen across the nation (Anthony, 2014), with professional development individualized based on 
the specialized training needed (i.e., vision or early childhood).  
Research Considerations 
 Limited research exists on the outcomes of pre-service and in-service training for 
individuals who possess a background in visual impairment but lack specific training in the 
foundations of early intervention. Determining the focus and delivery of such training are crucial 
elements that must be considered in any study design, several variables must be investigated to 
address this gap in the research.  
 Geographic isolation. First, early intervention TVIs are dispersed throughout the country 
as the low incidence of visual impairments in the population of very young children (under age 
3) means that providers are likely to be geographically isolated from one another. Therefore, 
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online training platforms may prove beneficial. Yet, research shows that application of practices 
learned in training are most beneficial when that learning occurs over time and when paired with 
opportunities for reflective feedback (Bruder, Dunst, Wilson, & Stayton, 2013; Dunst, Trivette, 
& Deal, 2011). Therefore, training should include exploration of ways to increase the likelihood 
of implementation of learned content when online learning platforms are used. 
 Meeting practitioners’ needs. Second, research in the area of implementation science 
has taught us that research efforts that lead to change in practice must meet practitioners’ needs 
while being fiscally reasonable (Fixen, Blase, Metz, & Van Dyke, 2013). In a survey of 109 
professionals trained in visual impairment professions (TVIs and/or orientation and mobility 
specialists [O&Ms]), Ely, Ostrosky, and Burke (2018) found that participants felt inadequately 
trained for the work they were doing with infants and toddlers with visual impairments. 
However, their overall self-efficacy scores were high when asked about their practice. While 
these results appear contradictory, the researchers suggested that practitioners’ might rely on 
professional development and professional experience to develop confidence and competence in 
their skills (Ely et al., 2018). Therefore, opportunities for training specific to a professional’s 
early intervention visual impairment (EIVI) work may prove desirable to those working in the 
field.  
 Training and resources. In a recent survey study of early intervention TVIs and O&Ms, 
online resources (e.g., websites and listservs) and workshops were identified as preferred modes 
of professional development, while very few respondents reported that they accessed eLearning 
sources (Ely & Ostrosky, 2017). Given the lack of access to specialized training opportunities in 
EIVI practices and the geographic isolation of trained professionals, online training models 
should be explored as a possible format for professional development. Differences between 
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online resources that are being utilized (websites and listservs) and those that are not (eLearning) 
should be considered in the design of new professional development opportunities. For example, 
eLearning resources for early intervention TVIs are typically 60-minute recordings while 
websites and listservs allow participants to maintain control over the time commitment and the 
specific focus of information gathered. In addition, eLearning resources often have a fee while 
other online resources are typically free.  
 Currently, many EIVI services are provided in home environments. In this natural 
environment, recommended practices support interventions that encourage professionals to 
promote family competence by intentionally affirming the skills of caregivers to meet the 
priorities that they have set for their child and family (DEC, 2014; Pletcher & Younggren, 2013). 
In addition, when caregivers are actively involved in intervention sessions by working directly 
with their child, the parent-child relationship is reinforced and strengthened (DEC, 2014; 
Pletcher & Younggren, 2013). However, Chen et al. (2007) found that early intervention TVIs 
rarely used FCRB practices in their work with children and their families. Instead, early 
intervention TVIs acted as the expert working directly with children while family members 
assumed the role of observer (Chen et al., 2007). Other studies have reported in similar findings 
among early interventionists from various disciplines (Campbell & Sawyer, 2007; Peterson, 
Luze, Eshbaugh, Jeon, & Kantz, 2007; Stremel & Campbell, 2007). Yet, FCRB practices are the 
recommended approach for young children with disabilities, including when children have visual 
impairments (DEC, 2014; Hatton et al., 2017). Since children with visual impairments need 
repetition within the context where skills will be applied, interventions that support FCRB 
practices within home environments seem to be an optimal form of service delivery (Ely & 
Ostrosky, 2018). 
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 In the current research study, the use of online training and coaching with early 
intervention TVIs to change their practice toward a FCRB approach was explored. A researcher-
developed approach, called the Matrix Approach, was used. The approach was developed based 
on planning and delivery resources and models from the field of visual impairments and early 
childhood special education (American Printing House for the Blind, n.d.; DEC, 2014; Dote-
Kwan & Chen, 2014; Petersen & Nielsen, 2005) and further refined to encourage changes in 
teaching practices. Specifically, the Matrix Approach systematically supports early intervention 
TVIs in applying FCRB practices to their work with children with visual impairments and their 
families. The approach consists of three distinct phases: planning, engagement, and reflection. 
During the planning phase, parents and professionals collaborate to identify goals that can be 
addressed within family routines using specific activities. During the engagement phase, 
professionals encourage parents to try the identified strategies with their children while providing 
affirmation, developmental information and suggestions to strengthen the parent-child 
engagement. Finally, in the reflection phase parents and professionals consider which strategies 
worked and which need adaptation. They also reflect on how the strategies can be embedded 
throughout family routines. 
 The purpose of this study was to investigate the efficacy of the Matrix Approach with 
early intervention TVIs. It was hypothesized that the use of the Matrix Approach would improve 
family involvement during intervention sessions and also lead to increased implementation of 
intervention strategies throughout naturally occurring routines. Specific research questions 
addressed were: 
1. Is there a functional relation between online training and coaching and early intervention 
TVIs use of the Matrix Approach? 
2. Is there a relation between use of the Matrix Approach and collaboration between early 
intervention TVIs and parents?  
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3. Is there a relation between use of the Matrix Approach and the amount of time that 
parents participate in behaviors that promote positive parent-child engagement? 
4. Do parents and/or early intervention TVIs find the Matrix Approach a valuable method 
for early intervention service delivery when a child has a visual impairment? 
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Chapter II 
Literature Review 
 The effectiveness of a researcher-designed approach to practice that can be used to 
enhance early intervention TVIs’ implementation of FCRB practices was the focus of the current 
study. The design of the approach was informed by a review of the literature to learn about the 
applicability of FCRB practices to the field of visual impairments, specifically in regard to very 
young children (birth – 3 years old). While the topic of FCRB practices is one of increasing 
interest in the field of early intervention (c.f., Bailey, Raspa & Fox, 2012; Dunst, Trivette, & 
Hamby, 2007), it has not been a central focus in the field of visual impairments (Ely & Ostrosky, 
2018). However, the design of this study was informed from a look at both fields of research.  
In designing this study, several components necessitated a search of the literature (e.g., 
development of the intervention approach, distance education, practice-based coaching, and data 
collection). Changing practice from traditional child-directed intervention to a family-centered 
collaborative approach has been a goal in early childhood for many years (e.g., DEC, 2014; 
Dunst et al., 2007; McWilliam, 2015; Pletcher & Younggren, 2013). Several approaches and 
research designs have been used with providers across disciplines to address this goal (Boavida, 
Aguiar, McWilliam, & Correia, 2016; Brown & Woods, 2012; Dunst and Trivette, 2009; Kyzar 
et al., 2014). Investigating these and other studies helped inform the design of the current study. 
 The intervention strategies used by early intervention TVIs should be in-line with 
recommended practices in early childhood special education. In addition, the practices must meet 
the needs of children with visual impairments, their families, and early intervention TVIs. 
However, early intervention TVIs are typically not trained in a way that supports such practice 
(Anthony, 2014; Ely & Ostrosky, 2017). While change in practice has been recommended, 
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researchers note that providers tend to hold on to traditional practices because they are unsure 
how to implement a more collaborative model (Campbell & Sawyer, 2009; Chen et al., 2007). 
Therefore, it was essential that the approach designed to promote this change was practical and 
useful while meeting the unique needs of young children with visual impairments and their 
families. The literature was explored to inform the development of the intervention approach 
(Matrix Approach) applied in this study. 
 Early intervention TVIs are limited in number, and therefore, practitioners who would be 
study participants were unlikely to be geographically located in close proximity to either the 
researcher or one another. However, practitioners needed to learn and implement a specific 
intervention strategy; therefore, distance education methods were used to train practitioners in a 
manner that directly impacted their practice. A study of the existing literature helped ensure an 
educational design with the greatest potential for success. For example, short online modules 
with interactive components such as vignettes with question and answer options appeared to be 
beneficial to learning. In addition, follow-up coaching and self-reflection appeared to increase 
the potential for change in practice. The literature was explored to answer the question, “What 
components of distance education promote learning outcomes and change in practice?” 
 As mentioned, study participants were unlikely to be located in close proximity to the 
researcher necessitating a need for methods of coaching and data collection that could be 
accomplished remotely. Previous studies that focused on home-based early intervention have 
utilized video to foster self-reflection and coaching, and for data collection. In the current study, 
this same technology was utilized. In fact, a search of the literature revealed approaches using 
video footage to provide coaching to practitioners after intervention sessions and for measuring 
change in practice, including coding observed practices. 
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Methods 
 Three databases (ERIC, ProQuest, and PsychINFO) were used to search for literature on 
practices used in the field of visual impairment related to early intervention. Database searches 
included various combinations of the terms visual impairment, infant, early intervention, and 
young children. In addition, a hand search of the Journal of Visual Impairment and Blindness 
and The British Journal of Visual Impairment and Blindness was conducted. All searches 
included the years 1997 to 2016. 
 A second search was conducted to gain an understanding of recent research in the field of 
early intervention focused on changing professional practice toward a FCRB approach. This 
search included the ERIC database, ProQuest, PsycINFO and Google Scholar. In addition, a 
hand search was conducted of publications from the past 5 years in three different professional 
journals: Journal of Early Intervention, Infants and Young Children, and Topics in Early 
Childhood Special Education. Additionally, reference lists from found articles were used to 
identify other resources. 
  After a review of the literature, concepts from each search (i.e., visual impairment 
literature and early childhood literature) were clustered into subcategories to address topics of 
interest that could inform (a) the development of a practice-based approach that could be used by 
early intervention TVIs to improve their use of FCRB practices and (b) the study design related 
to training, coaching and data collection. These categories and subcategories provided an outline 
for this chapter as described below.  
 As a result of the first search (visual impairment literature), 27 articles were found that 
included a study of EIVI practices. Fourteen of the 27 articles had explicit findings or underlying 
assumptions related to the application of FCRB practices by practitioners in their work with 
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young children with visual impairments and their families. This information provided insight 
into the perspective of early intervention TVIs, and was used in designing the Matrix Approach 
that was investigated in the current research study. The subcategories in the following section on 
the visual impairment literature include (a) appropriateness of a family-centered approach, (b) 
promoting attachment and communication, (c) development of parent competence, and (d) 
understanding specialized skills. 
 The second search provided information to inform the methods for this investigation. The 
subtopics from this search included: distance education and professional development, practice-
based coaching, and data collection. These subtopics informed decisions about the procedures to 
be implemented in the current study. 
Review of the Literature 
 Visual impairment literature. The literature lends support to the belief within the visual 
impairment field, that early intervention is important for families as a means to promote parent 
competence while supporting strong parent-child relationships (Ely & Ostrosky, 2017). Further, 
researchers point out that intervention should be integrated into family routines (Chen et al., 
2007; Dale & Salt, 2007; Hatton et al., 2002; Smyth, Spicer, & Morgese, 2014). This is 
especially important when a child has a visual impairment. Missing visual input such as 
observing others in the environment, often leads to a lack of motivation, incidental learning, and 
imitating the behaviors of peers and adults (Hatton et al., 2002).  
 Appropriateness of a family-centered approach. Studies of early intervention TVIs are 
inconsistent in their findings related to the use of family-centered practices by practitioners. 
Erickson, Hatton, Roy, Fox, and Renne (2007) conducted a case study of two early intervention 
TVIs and found that the practitioners were aware of the need to provide family-centered 
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practices and were observed to promote the parent-child relationship and parent involvement 
during intervention. Murphy, Hatton, and Erickson (2008) surveyed 192 early intervention TVIs 
and found that 70% of respondents indicated that they facilitated parent-child relationships. 
However, in an observational study of practitioners working with families, Chen et al. (2007) 
found that most professionals utilized a direct teaching approach. With limited research 
involving small numbers of participants and showing variable findings, the type of services that 
early intervention TVIs provide to families is unclear. However, researchers and early 
intervention TVI educators consistently recommend the use of family-centered collaborative 
practices when a young child has a visual impairment (c.f., Hatton et al., 2017). 
 Parents of children with visual impairments reported higher stress levels than parents of 
children without disabilities while parents of children with visual impairments that included 
additional disabilities reported even higher levels of stress (Troester, 2001). Yet, several 
researchers found that early intervention can reduce parental stress levels and result in more 
enjoyable interactions between parents and their children with visual impairments (Lappin & 
Kretschmer, 2005; Metell, 2015; Smyth et al., 2014). The key to such positive intervention 
outcomes is the promotion of parent competence through direct parent-child interactions within 
family routines (Chen et al., 2007; Dale & Salt, 2007; Lappin & Kretschmer, 2005; Smyth et al., 
2014). In fact, the research highlights three priorities that early intervention TVIs can facilitate 
through FCRB practices: (a) promotion of attachment and communication between parents and 
their children, (b) development of parental competence in working with their children, and (c) 
parental understanding of the specialized skills necessary for the development of their children 
with visual impairments. 
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 Promoting bonding and communication. Parent-child bonding can be negatively 
impacted when a child has a visual impairment. This is believed to be a direct result of factors 
such as parental depression, missed communication cues, and the child’s lack of eye contact 
(Hatton et al., 2002; Lappin & Kretschmer, 2005). Behavioral cues that infants with visual 
impairments use to communicate their wants and needs are often very subtle and can be different 
from their sighted peers (Baird & Mayfield, 1997; Sapp, 2001). Further, Baird and Mayfield 
found that parents often misinterpreted or overlooked these cues leading to missed opportunities 
for interaction that can subsequently have a negative impact on the development of early 
communication skills. In a study of 17 mother-infant dyads, Dolendo (1997) found that maternal 
responsiveness to their children was related to language and social development in their children. 
However, when mothers were more controlling and directive, language development was 
negatively impacted (Dolendo, 1997). In another study, a family-centered intervention approach 
that focused on helping parents read and respond to their children’s behavioral cues resulted in 
increases in children’s engagement in family routines and parents’ increased ability to read their 
children’s communicative attempts (Chen et al., 2007). 
 Several researchers have found that providing parents with suggestions for activities that 
they can enjoy with their children has proven successful in increasing parent-child interactions. 
For example, Lappin and Kretschmer’s (2005) study of infant massage administered by a mother 
to her child with a visual impairment increased the child’s communicative attempts and activity 
levels. Literacy also has been shown to promote parent-child communication and interaction 
(Erickson et al., 2007; Murphy et al., 2008). Additionally, Metell (2015) helped parents and their 
young children find enjoyment in dancing, singing, and playing music together. However, in one 
study of joint attention between young children with visual impairments and their caregivers, the 
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children became preoccupied with music and rebuffed social bids (Herrera, 2015). Thus, while 
Metell (2015) found music to enhance social engagement, Herrera cautioned against its use when 
social interaction is the goal. 
 Development of parent competence. Parent competence is enhanced when parents are 
given opportunities to gain confidence in their ability to interact successfully with their children 
in ways that meet their family priorities (Chen et al., 2007; Hatton et al., 2002; Smyth et al., 
2014). Family-centered practices promote the development of competence by giving parents 
opportunities to share intervention ideas, practice skills, and experience success during 
intervention sessions (Hatton et al., 2017). Family-centered practices are strongly supported in 
the visual impairment literature (Chen et al., 2007; Lappin & Kretschmer, 2005).  
 Research suggests that several factors can enhance or diminish parent success in 
interacting with their young children with visual impairments. For example, Herrera (2015) and 
Chen et al. (2007) both found that turn-taking games promoted interaction. In addition, success 
was realized when activities were practiced in a consistent manner which served to develop 
familiar routines with a clear beginning and end (Herrera, 2015; Smyth et al., 2014). Strategies 
that build turn-taking during familiar routines increase engagement as children learn to anticipate 
their role, thereby increasing parents’ feelings of success as they elicit active participation from 
their children.  
 Ensuring that the setting is adapted to meet the visual needs of the child is also important 
(Dolendo, 1997; Hatton et al., 2002; Smyth et al., 2014). Interestingly, Herrera found that when 
children with visual impairments sat on their parents’ laps during intervention, parents were 
more likely to be directive (e.g., hand-under-hand guidance). While such strategies are typically 
assumed to be a supportive means to invite children with visual impairments to become actively 
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engaged, Herrera found that this promoted passivity in children and resulted in social exchanges 
that were not sustained. Instead, activities that were conducted with children facing their parents 
promoted more active engagement (Herrera, 2015). In general, Herrera found that sustained play 
was difficult for parents of young children with visual impairments; therefore, she suggested that 
parents needed help in learning to expand play (Herrera, 2015).  
 Researchers also have noted that the development of predictable family routines when 
children have visual impairments is important for relieving family stress, promoting active 
engagement, encouraging communicative exchanges, and increasing the frequency of enjoyable 
interactions (Chen et al., 2007; Lappin & Kretschmer, 2005; Metell, 2015; Smyth et al., 2014). 
Ultimately the development of routines has resulted in increased feelings of parent competence 
(Chen et al., 2007; Lappin & Kretschmer, 2005; Smyth et al., 2014). 
 Understanding specialized skills. Children who have visual impairments are at risk for 
delays in many developmental areas (Dale & Salt, 2007; Fazzi et al., 2002; Ferrell et al., 1998). 
Early intervention TVIs can provide families with the resources and instruction to develop 
specialized skills that can mediate these delays. Hatton et al. (2002) pointed out the importance 
of teaching parents such skills during intervention sessions so that strategies could be integrated 
within daily routines. Young children with disabilities often struggle to generalize skills and 
therefore need repeated practice within natural contexts. This need may be even more relevant 
for children with visual impairments because of their inability to use visual observation as a 
means for learning (Hatton et al., 2002). Similarly, some tasks must be accomplished in an 
adapted manner when a child has a visual impairment. For example, reading might require the 
use of Braille instead of print; learning such skills will likely require specialized instruction for 
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parents. A family-centered approach to intervention is designed to meet these specialized 
learning needs that can mitigate the risk of additional delays in children with visual impairments. 
 In addition to ideas for promoting literacy skills (Erickson et al., 2007; Murphy et al., 
2008), parents also benefit when early intervention TVIs provide information on successful 
strategies for communicating with their children (Chen et al., 2007). Also, adaptations are 
frequently necessary to help children with visual impairments learn to play and interact with 
others. While this often develops naturally in children with vision, youngsters with visual 
impairments need intentional instruction and practice. Parents can be supported in learning 
adaptive skills (Herrera, 2015) or specific activities (Lappin & Kretschmer, 2005; Metell, 2015) 
that can promote skill development across all of these areas.  
 Further, some daily routines can be difficult for children with visual impairments such as 
mealtime, bath time, toileting, or bed time. Smyth et al. (2014) found that providing parents with 
specialized instruction within natural routines helped to build parent competence while 
simultaneously reducing family stress and increasing parent and child skills. Smyth et al. pointed 
out the importance of following the parent’s lead and addressing issues that were important to 
them. These researchers reported that even when adaptations or strategies were found to be 
successful, parents did not implement them if the strategies did not meet the needs that parents 
had identified for their children. 
 In their research, Chen et al. (2007) used triadic strategies (McCollum & Yates, 1994) to 
prepare early intervention TVIs to teach specialized skills that were designed to promote 
successful parent-child communication in children with multiple impairments including visual 
impairments. The results of their study showed improvement in active engagement and 
communication between parents and their children. The researchers also found that parents felt 
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more confident in their skills to interact with their children. In addition, they found that early 
intervention TVIs were more collaborative with parents therefore prompting the researchers to 
suggest that the strategies taught were successful in promoting FCRB practices.  
 The visual impairment literature supports the use of FCRB practices with families and 
their young children who have visual impairments (see Table 1). In fact, this approach meets the 
specialized needs of this population. Specifically, parent-child attachment can be difficult when a 
child has a visual impairment. This can impact parent responsiveness to their children’s 
behavioral cues and can ultimately lead to delays in communication and social development. In 
addition, parents’ feelings of competence can be negatively impacted when a child has a visual 
impairment. This is due to limited parent-child interactions as well as the need for specialized 
knowledge in how to adapt daily routines to meet the needs of their children with vision loss. 
However, when intervention is provided in a way that provides parents with opportunities to 
strengthen their relationships with their children, then confidence is supported. Further, when 
early intervention TVIs collaborate with parents to adapt routines to the specialized needs of 
their children, parent competence is enhanced and positive child outcomes are realized (Chen, et 
al., 2007; Dale & Salt, 2007; Hatton et al, 2002; Lappin & Kretschmer, 2005; Metell, 2015; 
Smyth et al., 2014). Collaboration between early intervention TVIs and parents is key to 
successful outcomes for parents and their young children with visual impairments. 
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Table 1 
Summarized Information on Visual Impairment Studies. 
Authors N Purpose Findings/Main points 
Baird & 
Mayfield 
(1997) 
7 dyads 
mother/ 
infant 
Compare mothers of 
children with visual 
impairments’ responses to 
those of mothers of 
children with typical 
vision. Mothers identified 
communicative behaviors 
of their infants that they 
felt were meaningful and 
interpreted those 
behaviors. 
 
• Mothers of children with visual impairment identified 
fewer behaviors as meaningful than mothers of 
children with typical vision.  
• A disproportionate number of behaviors that the 
mothers of children with visual impairments identified 
were negative behaviors (i.e. cry and whine-fuss) 
• The interpretation of the communicative intent was far 
fewer when children had visual impairments 
 
Chen, et al. 
(2007) 
27 triads 
infant/parent/ 
professional 
Quantitative study 
evaluating use of 
Promoting Learning 
through Active Interaction 
(PLAI) to increase 
interactions between 
mothers and their children 
with vision and hearing 
loss and additional 
disabilities. 
 
• Prior to intervention, providers use direct teaching 
• PLAI taught through triadic strategies improved 
child’s active engagement, improved parent’s ability 
to read child’s communicative cues, and provided 
parents an increased sense of competence 
• Interventionists became more collaborative with 
families 
Conti-
Ramsden & 
Perez-
Pereira 
(1999) 
3 dyads 
mother/infant  
Comparison of 
communication of three 
mother/infant dyads 
including a child with 
typical vision, visual 
impairment, and no 
vision.   
 
• The mother of the child with no vision used more 
communicative acts and more directives. 
• The child with no vision used fewer verbal terns and 
more non-verbal turns 
• The mothers of the two children with visual 
impairment assisted their children in non-verbal 
behaviors and used non-verbals in conjunction with 
verbal language 
Dale & Salt 
(2007) 
 Commentary • Children with visual impairment are at risk for 
developmental delays 
• Compensatory strategies and early intervention can 
mediate these delays 
• Intervention should be provided within daily routines 
and with a collaborative partnership between 
interventionists and parents 
• Areas for focus of specific importance for children 
with visual impairments as supported by the literature 
include a) social emotional development, b) 
communication, language and meaning, c) play and 
learning, d) movement and mobility, and e) 
independent self-care. 
 
(continued) 
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Table 1 (continued) 
 
Authors N Purpose Findings/Main points 
Dolendo 
(1997) 
17 dyads 
caregiver/ 
infant  
Quantitative longitudinal 
study of caregiver 
interactions and 
development of young 
children with visual 
impairments 
Parental behaviors positively correlated with child 
development 
• Responsiveness to child 
• Teaching of specific skills 
• Communication of expectations to child (goal-setting) 
• Establishment of supportive learning environments 
Parental behaviors negatively correlated with child 
development 
• Control over play activities and decisions 
• Directiveness over child 
• Physical involvement to passively support the child or 
actively touch the child 
•  
Erickson, et 
al. (2007) 
2 Triads 
child/parent/ 
professional 
Qualitative study 
exploring ways that early 
interventionists support 
development of literacy in 
young children with 
visual impairments during 
intervention sessions 
Interventionists saw their role as:  
• Educating, collaborating, and encouraging parents 
rather than working directly with children 
• Providing a model for language and concept 
development 
• Providing specialized instruction and access to literacy 
needs resulting from visual impairment (tactual 
adaptations) 
•  
Fazzi, et al. 
(2002) 
20 young 
children 
Quantitative longitudinal 
study assessing early 
motor development in 
children who were blind 
or had severely low vision 
in order to determine 
implications for early 
intervention. 
Children with visual impairment without additional 
disability:  
• Crawled at a mean age or 15 months and walked at a 
mean age of 19.8 months 
• Developed satisfactory fine motor skills 
• Developed reach on sound at 14.2 months 
Children with visual impairment and additional disability: 
• Did not crawl or walk by the end of the study except 
for one child 
• Did not attain reach on sound 
Reach on sound is believed to be essential for development 
of future mobility and mental organization related to 
understanding the surrounding environment. 
 
Hatton, et 
al. (2002) 
 Commentary When children have visual impairments: 
• Communication and bonding are impacted  
• Parents need instruction in specialized skills  
• Strategies must be integrated into daily routines to 
provided repetitive practice within context 
• FCRB practices are the recommended early 
intervention service delivery model 
 
Herrera 
(2015) 
12 dyads 
mother/child 
Quantitative study 
evaluating the social 
communication and 
interactions between 
young children and their 
parent 
• Parent had difficulty recognizing displays of interest in 
children who did not use verbal communication. This 
resulted in discontinuation of interactions. These 
children isolated themselves or ignored the parent. 
• Within music contexts, children isolated themselves or 
engaged in solitary play. 
(continued) 
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Table 1 (continued) 
 
Authors N Purpose Findings/Main points 
   • Turn-taking activities promoted parent-child 
interactions 
• Face-to-face positioning promoted parent-child 
interactions 
• Parent-child engagement was supported when 
activities were familiar and routine-based. 
• Caregivers tended to provide helpful directives on how 
to play, but did not engage in playful exchanges with 
the child 
• Caregivers had difficulty sustaining play, elaborating 
on play, or expanding play topics 
• Independent purposeful movement was related to 
social interaction ability 
 
Lappin & 
Kretschmer 
(2005) 
1 mother and 
infant 
Case study comparing the 
interaction between a 
mother and infant with a 
visual impairment before 
and after the mother is 
taught to engage the 
infant using a massage 
routine. 
 
Communication and bonding were enhanced when 
comparing pre- and post-intervention session activity: 
• Better interpretation of feeding cues 
• More face to face verbal interactions from the mother 
• More active play  
• Child initiated interactions more 
• Decrease in negative talk 
• Mother touched the child more 
Metell 
(2015) 
10 dyads 
child/ 
caregiver  
Qualitative study 
exploring the impact of a 
10-week music therapy 
intervention on parents 
and their infants. 
Music served as a vehicle to:  
• Encourage parent-child bonding and interaction 
• Help parents see their child’s capabilities 
• Engage the child in an activity that he or she can lead 
independently 
• Support mutual parent-child enjoyment 
• Teach skills that can be generalized to other aspects of 
life including happenings within the broader 
community 
• Empower families by providing an activity that 
families can participate in without need for 
professionals to assist 
 
Murphy, et 
al. (2008) 
192 
professionals 
Survey study to examine 
the early literacy practices 
of early intervention 
teachers of infants and 
toddlers with visual 
impairments 
Respondents indicated: 
• An increase in early intervention TVIs with training in 
early childhood compared to previous studies 
• A Knowledge of and value for family-centered 
practices 
• An understanding of the importance of communication 
and literacy for children with visual impairments 
• A lack of understanding of specific evidence-based 
knowledge related to early literacy and young children 
with visual impairments 
 
(continued) 
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Table 1 (continued) 
 
Authors N Purpose Findings/Main points 
Sapp 
(2001) 
16 mothers Survey to compare 
mothers with children 
without visual 
impairments, to those 
with low vision and those 
who were blind. 
Comparison between 
groups evaluated mothers’ 
perceptions of their 
child’s receptive, 
expressive, and methods 
of preverbal 
communication. 
 
Based on mothers’ report: 
• Children with low vision or blind use expressive 
preverbal communication less frequently than children 
who are sighted 
• Children who are low vision or blind use fewer 
methods of preverbal communication than children 
who are sighted 
• Children with low vision use different methods of 
preverbal communication than children who are blind 
• All groups of children had similar receptive 
understanding of their parents’ communication 
attempts 
Smyth, et 
al. (2014) 
30 families Qualitative study 
exploring the 
effectiveness of a family-
centered protocol for 
teaching mealtime 
strategies to families of 
children with visual 
impairments 
 
Parent competence was increased when they were 
provided specialized instruction 
Child learning was supported when instruction was within 
the family’s unique mealtime routine that incorporated the 
child’s specific adaptive needs with predictable procedures 
Food acceptance can be encouraged by sensory 
experiences 
Troester 
(2001) 
51 mothers Survey to evaluate stress 
levels and reason for 
stress in mothers of 
children with visual 
impairments compared 
with mothers with 
children without 
impairment 
Mothers of young children with visual impairments 
reported higher stress levels than mothers of children with 
no disability  
 
Mothers of children with visual impairment including 
multiple impairments found the multiple impairment to be 
a more significant source of stress than the visual 
impairment 
 
Stress appears to be associated with increases in demands 
of care rather than depression or attachment problems. 
 
Provision of social supports to families mediated stress 
levels 
 
 Early childhood literature. 
 Distance education and professional development. Research on professional 
development in early childhood has become more prevalent in recent years (c.f., Snyder et al., 
2012). Further, a research base for distance education options has shown promise (c.f., Brown & 
Woods, 2012). The National Professional Development Center on Inclusion provides a 
framework for professional development that focuses on the who, what and how of professional 
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development (Buysse, Winton, & Rous, 2009). They suggest that providers must clearly define 
these categories when developing effective teaching content that can be both acquired and put 
into practice by the intended recipients (Buysse et al., 2009; Meadan, Snodgrass, Palomo, 
Amenta, & Halle, 2016). Within the how of professional development, researchers have 
investigated both the impact of intensity and the essential learning components that result in 
desired changes to practices early childhood educators (who).  
Intensity of training was the focus of the research of Dunst and Raab (2010) when they 
surveyed 225 participants about the impact of three types of training on their practice, 1 and 6 
months following professional development opportunities. These participants had attended either 
conference presentations, 1 to 3 day trainings, or intensive week-long offsite or onsite trainings. 
While intensive training was rated as more impactful than the other two types (conference 
presentations or 1 or 3 days trainings), onsite training which included direct feedback on 
classroom practices was the most impactful type of professional development. Other researchers 
also noted the importance of intensive in-service training (Bruder, Dunst, Wilson, & Stayton, 
2013; Dunst & Raab, 2010) that includes active learner involvement (application, evaluation, 
reflection, assessment) on multiple occasions over time (Dunst et al., 2011).  
Another consideration are the learning components of professional development 
packages. Dunst and Trivette (2009) developed the PALS (Participatory Adult Learning 
Strategy) program, which included introduction, application, informed understanding, and a 
repeated learning process. By building new knowledge over time with practice and feedback, 
study participants showed change in practice. Similar models have been successful using online 
training platforms (Brown & Woods, 2012; Kyzar et al., 2014). Although they used different 
descriptive terms, Brown and Woods (2012) and Kyzar et al. (2014) designed online training 
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modules that included four distinct components. Brown and Woods used a framework including 
read, observation, practice, and exhibit (R.O.P.E.). Kyzar et al. (2014) used the terms describe, 
observe, practice and discover to refer to their module structure. Specifically, both Brown and 
Woods’ (2012) and Kyzar et al.’s (2014) modules began with the introduction of new 
information. Then the strategy was shown in a video example. Next, participants were given 
opportunities to practice the strategy and finally reflect on or exhibit their learning. Feedback 
from participants in the study by Kyzar et al. suggest that online training modules should be less 
than 1 hour in length with the use of multimedia content such as downloadable resources and 
video clips showing examples of the concepts being taught (Kyzar et al., 2014). Table 2 
summarizes literature findings related to professional development and distance education. 
Table 2 
Pertinent Findings Regarding Professional Development 
Author N Purpose Findings 
Brown & 
Wood 
(2012) 
24 Program evaluation of 
online professional 
development designed 
for use with early 
interventionists  
Participants reported benefit to online training components 
including: 
• Flexibility 
• Variety of teaching modalities (i.e., video, reading) 
• Collaboration between professionals taking course 
Participants reported benefits of to the coaching component 
• Home-visit recordings and reflection provided feedback for 
changing practice and implementing strategies learned 
 
Bruder, et 
al. (2013) 
1668  Determine preservice 
and in-service indicators: 
competence and self-
confidence of EI and EC 
providers 
• More pre-service preparedness and in-service training 
resulted in better competence and confidence beliefs 
• Years of experience was related to higher competence 
• Pre-service preparedness was an important indicator of one’s 
belief that they had acquired the knowledge and skills to 
effectively perform professional-related tasks 
• Those who participated in in-service with feedback on 
practice tended to have higher confidence and competence 
    
Buysse, et 
al. (2009) 
 Commentary In designing professional development, developers must clearly 
define what, how, and who in order to determine what can be 
learned and what can be put into practice. 
 
(continued) 
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Table 2 (continued) 
 
Author N Purpose Findings 
Dunst & 
Raab 
(2010) 
225 Evaluate the effect of 
three types of in-service 
training on practitioners’ 
self-evaluation of 
evidence based 
classroom practices 
 
• Intensive in-services were more effective than conference 
presentations or workshops 
• On-site trainings were more effective than week-long 
institutes 
Dunst & 
Trivette 
(2009) 
79 Meta-analysis of adult 
learning methods for the 
purpose of developing an 
approach to professional 
development 
• PALS was developed as an evidence-based approach to 
professional development 
• Four-phases including: Introduce, illustrate, apply, reflect, 
mastery 
• Subsequent research has shown PALS to be effective 
 
Dunst, et 
al. (2011) 
473  Assess the perceived 
benefits and outcomes of 
different types of 
training on participants’ 
adoption of family-
centered practices  
• Time spent in training was most beneficial if participants felt 
the content was useful  
• Type of training was significant  
• Field-based experience that included multiple opportunities 
for application, evaluation, reflection, and assessment of 
mastery was more effective than field experiences that did 
not 
• No added benefit of multiday workshops; Increased benefit 
to more time in enhanced field based experiences  
 
Kyzar, et 
al. (2014) 
 Evaluation of Early 
Years, an online training 
with on-site mentoring 
Evaluation on online training: 
• Modules included description of concepts, observation of 
concepts (through video), practice, and discovery or self-
reflection  
• Multimedia learning was helpful 
• Content and downloadable resources were helpful 
Evaluation of mentoring 
• Meetings were valuable but scheduling was prohibitive 
• Mentor sessions needed to be in the same week as online 
learning 
• Open-ended self-reflection was helpful in mentoring 
• Participants felt coaching could have been done online 
 
 
Practice-based coaching. Workshops paired with follow-up coaching have proven to 
enhance change in practice (Artman-Meeker, Hemmeter, & Snyder, 2014; Snyder et al., 2012). 
As Knowles, Holton, and Swanson (2005) point out, adult learners are self-directed and goal 
oriented. They prefer to partner with others and study content that is directly relevant to their 
current needs.  
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Coaching is defined within the Division of Early Childhood (DEC) Recommended 
Practices Glossary as “a cyclical process designed to support practitioners, primary caregivers, or 
other adults to implement interactional or instructional practices with fidelity” (2015, p. 5). In a 
review of the literature to analyze effective coaching practices, Artman-Meeker, Fettig, Barton, 
Penney, and Zeng (2015) noted that key components include: partnership, action planning, 
focused observation, reflection and feedback, and practice. Interestingly, these researchers also 
noted that none of the studies in their review incorporated all of these components. However, 
while a variety of coaching approaches have proven successful, researchers found that the 
relationship between the coach and interventionist must be conducive to learning. For example, 
several researchers highlight the importance of trust and respect between members of a coaching 
dyad (Knoche, Kuhn, & Eum, 2013; Snyder, Hemmeter, & Fox, 2015). Further, coaches must 
share relevant information and be able to elaborate on the feedback offered (Jayaraman, Marvin, 
Knoche, & Bainter, 2016; Knoche et al., 2013). 
Use of a distance coaching model specifically with early intervention professionals has 
proven effective (Marturana & Woods, 2012). Marturana and Woods (2012) conducted a study 
on distance coaching with 18 early intervention providers. In their design they conducted 30-
minute coaching sessions via online video conferencing. Prior to each meeting, the 
interventionists video recorded home-based intervention sessions and shared copies with their 
coach. The coach watched the recordings and chose two short clips to use during the coaching 
session. One clip was used to affirm positive skills and one clip was used to highlight skills that 
could be improved. Video conferenced coaching sessions began with an opening exchange with 
feedback based on the two video highlights. Then the coach and interventionist worked together 
to problem-solve and develop an action plan for change. Self-reflection by the interventionist 
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occurred next. After the session, the coach emailed the interventionist a summary of the meeting 
with a quick response-based question. The question was meant to ascertain whether the 
interventionist read the summary email. Findings revealed positive changes in practitioner 
practice after just one coaching session; these were maintained after multiple coaching sessions. 
Table 3 summarizes key elements of coaching professionals as reported in the literature. 
Table 3 
Key Elements of Coaching Professionals  
Author Tr + Co R/C Rel Act Plan Practice Observe Refl & F/B 
Artman-Meeker et al. (2015)  X X X X X 
Jayaraman et al. (2016)  X X  X X 
Knoche et al. (2013)  X  X X X 
Martuarana and Wood (2012) X  X X X X 
Snyder et al. (2015)  X X  X X 
Note. Tr+Co = Training followed by coaching; R/C Rel = Respectful/Collaborative Relationship; Act Plan = Action 
Plan; Practice = Opportunity to practice skills; Observe = Observation of practice; Refl & F/B = Reflection and 
Feedback. 
 
 Data collection. Data collection in studies designed to impact the practice of home-based 
early interventionists was typically accomplished through video recordings of sessions 
(Campbell & Sawyer, 2009, 2007; Oborn & Johnson, 2015). Not surprisingly, these studies have 
used a variety of measures to analyze progress. 
 The Natural Environment Rating Scale (NERS; Campbell & Sawyer, 2004) and the 
Home Visit Observation Form (HVOF; McBride & Peterson, 1997) are designed to determine 
whether intervention is being provided in a traditional manner or using more collaborative 
participation methods. The NERS has four indicators while Campbell and Sawyer (2007) used a 
modified version of the HVOF (HOVF-M) including nine indicators. Campbell and Sawyer 
(2007) found the NERS to have acceptable reliability and validity and to be preferable to the 
HVOF-M in terms of ease in scoring. However, while the NERS is less time consuming, 
specificity in data analysis is lost. For example, the NERS has four indicators related to the role 
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of the adults and their interactions during the session. Ratings on these four indicators are 
compiled into a single score that indicate either a traditional or participation-based intervention 
session. The HVOF-M has nine indicators and data analysis considers the environment and 
materials used in the session in addition to ratings similar to those on the NERS. 
 Other researchers have evaluated intervention sessions based on predetermined 
intervention strategies. These studies provide information on the strategies used by 
interventionists to promote FCRB practices. A variety of coding definitions are evident in the 
literature when interventions are evaluated in this way (Campbell & Coletti, 2013; Friedman, 
Woods, & Salisbury, 2012). For example, the coaching strategies used in a study conducted by 
Oborn and Johnson (2015) were first defined by Friedman et al. (2012), and include conversation 
information sharing, observation, direct teaching, demonstrating, guided practice with feedback, 
caregiver practice with feedback, joint interaction, problem solving/reflection, child-focused 
interaction and other. Child-focused interaction and other describe non-preferred intervention 
behaviors and are coded negatively; the other behaviors are positive in nature. Using these 
definitions, Oborn and Johnson focused on the manner in which the interventionist worked with 
the child and family. Specifically, they identified whether the parent, interventionist, or both 
adults were working directly with the child. Oborn and Johnson’s coding system also included a 
measure of the conversation focus as being on topic, off topic, directed at the child, or directed at 
the parent. Table 4 provides an overview of measures used by past researchers to code video 
recorded home-based intervention sessions. 
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Table 4 
Measures Used to Code Video Recordings 
Measure Components Literature Purpose 
Coaching 
definitions 
• Conversation and information sharing 
• Observation 
• Direct teaching 
• Demonstrating 
• Guided practice with feedback 
• Caregiver practice with feedback 
• Joint interaction 
• Problem-solving/Reflection 
• Child focused 
• Other 
 
Friedman, 
et al. 
(2012) 
Establish coaching definitions 
Oborn & 
Johnson 
(2015) 
Multiple-baseline study including video 
recordings of home-based intervention. The 
coaching definitions were used to code the 
interventionist’s use of the identified 
coaching strategies with parents. 
HOVF • Interaction partners 
• Content 
• Role of home visitor 
• Role of caregiver 
 
McBride & 
Peterson 
(1997) 
Published version of the HOVF 
HOVF-M • Interaction partners 
• Content of the interaction 
• Home visitor role 
• Caregiver role 
 
Campbell 
& Sawyer 
(2007) 
Compare NERS to HOVF-M. Establish 
reliability and validity for NERS in 
distinguishing between traditional and 
participation-based intervention services. 
NERS • Setting 
• Type of activity 
• Child engagement 
• Activity leader 
• Use of materials 
• Role of the caregiver 
• Role of the interventionist 
Campbell 
& Sawyer 
(2004) 
Published version of the NERS  
Campbell 
& Sawyer 
(2007) 
Compare NERS to HOVF-M. Establish 
reliability and validity for NERS in 
distinguishing between traditional and 
participation-based intervention services. 
Campbell 
& Sawyer 
(2009) 
Mixed methods study including video coding 
of home-based intervention. The NERS was 
used to evaluate the use of traditional vs. 
participation-based interventions. 
 
Teaching 
behavior 
classifications 
• Demonstration with narrative 
• Caregiver practice with feedback 
• Guided practice 
• Conversation and information 
• Problem-oriented reflection 
Campbell 
& Coletti 
(2013) 
Evaluation of caregiver teaching strategies 
by interventionists from a variety of 
disciplines 
 
Discussion 
Development of an approach. The implementation of a program that teaches early 
intervention TVIs to apply FCRB practices in their work with families of very young children 
with visual impairments appears to be supported in the literature (c.f., Hatton et al., 2002). 
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Further, FCRB practices require an approach that is steeped in effective coaching and training of 
parents (Campbell & Coletti, 2013; Campbell & Sawyer, 2009; DEC, 2014; Oborn & Johnson, 
2015). Therefore, the literature on professional development and coaching can be applied to the 
work of early intervention TVIs with families (Ely & Ostrosky, 2017). This research from the 
early childhood literature paired with the needs of early intervention TVIs as they work with 
parents informed the development of the intervention approach used in the current study.  
FCRB practices have the potential to build parental competence while supporting strong 
parent-child relationships through enjoyable family routines. Such an approach may be an ideal 
method to teach parents specialized skills that can be integrated into daily family life, thereby 
providing young children with needed opportunities to regularly practice new skills. As 
McWilliam (2012) explains, intervention sessions should be designed to teach parents so that 
early intervention sessions provide services to parents rather than children. Children, on the other 
hand, receive intervention between sessions when parents apply what they have learned into 
daily routines as they integrate adaptive strategies and activities into their family life with their 
children. While the research suggests that most early intervention TVIs are not implementing 
FCRB practices, studies by Chen et al. (2007) and Smyth et al. (2014) are the only examples 
within the last 20 years that attempted to increase early intervention TVIs use of FCRB practices. 
Development of an approach that meets the specific needs of EIVI services and that can be tested 
for its effectiveness in changing practice of early intervention TVIs is needed in the field of 
visual impairments.  
 FCRB practices should include collaboration between the family and the professional in 
identifying priorities for needed intervention as a means to build parents’ competence and 
promote follow-through into daily routines (DEC, 2014; McWilliam, 2012; Pletcher & 
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Younggren, 2013; Smyth et al., 2014). Implementation of identified strategies should be within 
familiar routines and directed by the parent (DEC, 2015; Dunst et al., 2007; Hatton et al. 2002; 
Hatton et al., 2017; McWilliam, 2012; Pletcher & Younggren, 2013). In fact, Herrera (2015) 
found that parents and children should face one another during such interactions, and early 
intervention TVIs should help parents identify methods for responding to their children thereby 
extending their interactions. Triadic strategies (McCollum & Yates, 1994) appear to hold 
promise as a means to help early intervention TVIs support parents’ use of specialized skills as 
they work with their children. While Chen et al. (2007) investigated a practice-based approach 
designed for early intervention TVIs to implement FCRB practices, their study only focused on 
teaching communication skills. Similarly, Smyth et al. (2014) only focused on mealtime skills. 
The current study extends the research through a more generalized approach applied to needs 
identified by parents.  
The literature suggests multiple benefits of a strengthened parent-child relationship (Chen 
et al., 2007; Herrera, 2015; Lappin & Kretschmer, 2005; Metell, 2015; Smyth et al., 2014) and 
parent-professional collaboration (Chen et al., 2007; Hatton et al., 2002; Lappin & Kretschmer, 
2005; Smyth et al., 2014) for families when children have visual impairments. Further, such 
outcomes are best accomplished when early intervention services follow FCRB practices (Hatton 
et al., 2002; Hatton et al., 2017; McWilliam, 2012). However, early intervention TVIs 
traditionally do not implement FCRB practices (Chen et al., 2007). Therefore, early intervention 
TVIs would benefit from support to change their practice toward FCRB approach. While not 
researched heavily in the visual impairment literature, evidence-based strategies for promoting 
FCRB practices among practitioners is abundant in the early childhood literature (c.f. Dunst & 
Trivette, 2009). Given examples such as the PALS approach developed by Dunst and Trivette 
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(2009) along with studies of essential components in successful coaching (Artman-Meeker et al., 
2015; Jayaraman et al., 2016; Knoche et al., 2013 Snyder et al. 2015), an approach developed for 
use with early intervention TVIs and the families they serve, is needed.	
The approach should include collaborative planning, practice, and reflection in which 
both the parent and early intervention TVI take an active role (Artman-Meeker et al., 2015; Chen 
et al., 2007; Dunst & Trivette, 2009; Knowles et al., 2005). Further, early intervention TVIs 
should promote parent competence while providing instruction in necessary specialize skills. 
During planning, this should take the form of collaborative identification of family priorities and 
problem solving (Dunst & Trivette, 2009). Activities should be done in a manner that promotes 
parent-child engagement so that this relationship is encouraged while parents practice new skills 
(Chen et al., 2007; Herrera, 2015; Smyth et al, 2014). Finally, reflection should include 
discussion of practiced skills along with plans for future application in daily routines (Dunst & 
Trivette, 2009; Jayaraman et al., 2016; Knoche et al., 2013).  
 Training recommendations. However, development of an approach to promote FCRB 
practices is only half of the equation. If the study results prove successful, practicality must be 
considered given the unique challenges of the early intervention TVI workforce. For example, 
providers are geographically dispersed and limited in number. Therefore, online learning seems 
to be the most appropriate solution, yet these early intervention TVIs do not appear to use 
eLearning when an investment of both time and money is required (Ely & Ostrosky, 2017). 
Research suggests that online learning is most successful when it is paired with coaching that 
includes opportunities for reflective feedback. However, there is no research on implementing 
online training and coaching to change professional practice in the visual impairment literature. 
In the current study insights from the early childhood special education literature (e.g., methods 
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for developing online modules and online coaching) and applied for use during EIVI services as 
provided by early intervention TVIs.  
 Finally, studies designed to evaluate the practices of in-home providers commonly used 
video footage to coach professionals on effective use of practices and to gather data on those 
practices. Therefore, in the current study, sessions were video recorded and these recordings 
served a dual purpose for both coaching and gathering data on practice. The practice approach 
was operationalized so that feedback included data on fidelity as well as reflection on practices 
that encouraged and those that could be improved. Further, video recording was used to gather 
data on outcomes of application to the approach.  
Conclusion 
 Early intervention TVIs and families of young children with visual impairments could 
potentially benefit from efforts to increase the use of FCRB practices during intervention. The 
current study extended the research in early intervention by evaluating a systematic approach 
(i.e., Matrix Approach) to help early intervention TVIs integrate FCRB practices into their work 
with families. Further, an online training and coaching model were used to support early 
intervention TVIs in using this approach in their practice. Findings from this study are relevant 
the field of visual impairments and services to families with infants and toddlers with visual 
impairments. 
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Chapter III 
Methods 
 The limited research available suggests that early intervention TVIs may not provide 
services to families in a FCRB manner. However, the literature supports such an approach as 
recommended practice for the specialized needs of young children with visual impairments and 
their families. Specifically, an intervention approach targeting the needs of children with visual 
impairments and their families have the potential to increase parent participation in collaborative 
problem-solving. The focus of the current study was on encouraging collaborative planning and 
reflection within a triadic intervention that prioritized the parent-child dyad.  
 Specifically, the following research questions guided this study: 
1. Is there a functional relation between online training and coaching and early intervention 
TVIs’ use of the Matrix Approach? 
2. Is there a relation between use of the Matrix Approach and collaboration between early 
intervention TVIs and parents?  
3. Is there a relation between use of the Matrix Approach and the amount of time that 
parents participate in behaviors that promote positive parent-child engagement? 
4. Do parents and/or early intervention TVIs find the Matrix Approach a valuable method 
for early intervention service delivery when a child has a visual impairment? 
A single case multiple-probe study design was used to evaluate the effectiveness of the 
intervention in attaining desired outcomes and to answer the first three research questions. 
Further, data analyses helped answer the last research question pertaining to social validity (see 
Table 5). The study was approved by the University of Illinois Urbana-Champaign’s (UIUC) 
University Review Board. A letter of approval is available as Appendix A. 
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Table 5 
Data Analysis Plan for Each Research Question 
  Data analysis 
Research question Data source 
Single case research  
method 
Qualitative research 
method 1. Is	there	a	functional	relation	between	online	training	and	coaching	and	early	intervention	TVIs	use	of	the	Matrix	Approach?	
 
Video recorded 
intervention sessions 
a. Coded for 
interventionist fidelity 
to Matrix Approach 
• Multiple probe in baseline 
• Weekly data gathered during 
intervention and 
maintenance 
 
• Visual Analysis (level, 
trend, latency, and 
variability) 
• Between phases  
• Across tiers/dyads (vertical 
analysis) 
 
 
2. Is there a relation between use of 
the Matrix Approach and 
collaboration between early 
intervention TVIs and parents? 
Video recorded 
intervention sessions 
a. Coded for 
interventionist fidelity 
to Matrix Approach 
b. Coded for 
collaboration  
• Multiple probe in baseline 
• Weekly data gathered during 
intervention and 
maintenance 
 
• Visual Analysis (level, 
trend, latency, and 
variability) 
• Between phases  
• Across tiers/dyads (vertical 
analysis) 
 
 
3. Is there a relation between use of 
the Matrix Approach and the 
amount of time that parents 
participate in behaviors that 
promote positive parent-child 
engagement? 
Video recorded 
intervention sessions 
a. Coded for 
interventionist fidelity 
to Matrix Approach 
b. Coded for parent-
child engagement 
• Multiple probe in baseline 
• Weekly data gathered during 
intervention and 
maintenance  
 
• Visual Analysis (level, 
trend, latency, and 
variability) 
• Between phases  
• Across tiers/dyads (vertical 
analysis) 
 
4. Do	parents	and/or	early	intervention	TVIs	find	the	Matrix	Approach	a	valuable	method	for	early	intervention	service	delivery	when	a	child	has	a	visual	impairment?	
 
a. Pre- and Post- 
intervention 
interviews with 
parents and early 
intervention TVIs  
b. Parent survey 
 Deduce themes in 
the data across 
participants in each 
group (i.e., parent 
and professional). 
Compare and 
contrast themes 
between the groups. 
Use the data to draw 
conclusions 	
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Description of the Matrix Approach  
 Before discussing the study design and data sources/analysis, it seems appropriate to 
describe the approach that was investigated. Therefore, the following section provides the reader 
with a detailed description of the Matrix Approach.  
 The Matrix Approach is a method for training early intervention TVIs to implement 
FCRB practices during interventions with families and their young children with visual 
impairments. It was originally developed for use in a graduate certificate program at Illinois 
State University. Further, the experiences of two TVIs in the training program as they used the 
approach with families were reported in the Journal of Visual Impairment and Blindness (Ely, 
Guilifor, & Hollinshead, 2017). However, the approach, its effectiveness, and potential outcomes 
with professionals and families, had not yet been empirically studied.  
 The approach includes three main phases: planning, engagement, and reflection. These 
phases are broken into nine steps. Each phase is meant to promote collaboration between the 
early intervention TVI and the caregiver while identifying and addressing family priorities. The 
three phases are described next. A more detailed description including the nine steps is found in 
Appendix B. 
 Planning. During the planning phase, early intervention TVIs talk with the family about 
their daily routines and goals. During this discussion, the early intervention TVI encourages the 
parent to consider progress since the last session, struggles that they have experienced or other 
skills and routines on which they would like to focus. The family is asked to choose two or three 
goals that they would like to focus on. Ideally, these goals will be in line with identified 
outcomes on the individual family service plan (IFSP). These differ in that goals describe smaller 
developmental skills while outcomes are generally larger milestones. The goals that families 
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select to focus on are then listed down the left column of the matrix located on the matrix 
worksheet (see Appendix C). Then, two or three family routines are listed across the top row of 
the matrix. These routines could be chosen because the family identifies them as problematic or 
because they link naturally to one of the goals. Finally, the early intervention TVI and family 
brainstorm several activities that could be embedded within each daily routine to address the 
corresponding family priority. These activities should include consideration for the child’s visual 
needs, preferences, and available materials. However, the matrix can be as detailed or vague as 
the early intervention TVI and parent choose. Once the parent and early intervention TVI are 
satisfied with the matrix that they have created, the family member chooses one activity from the 
matrix that they would like to practice during this particular intervention session. The early 
intervention TVI and family member then prepare to try the activity by gathering the needed 
materials and setting up the environment to meet the child’s needs, including those identified for 
vision. Gathering materials and arranging the environment are crucial aspects of the process for 
it is an opportunity to make adaptations for the child’s visual needs while helping families 
consider resources that they own and can use to continue the activity in their daily life after the 
intervention session. 
 Engagement. During the engagement phase of the Matrix Approach, the parent is 
encouraged to engage the child in the activity while the early intervention TVI observes. Within 
a typical 1-hour session, engagement is expected to last approximately 20 to 30 minutes. The 
parent and child should be positioned to face one another to promote interaction and engagement 
(Herrera, 2015). As part of the training and coaching, early intervention TVIs are taught to 
employ triadic strategies (McCollum & Yates, 1994) to support the family in a successful and 
enjoyable interaction. Triadic strategies support parent-child interactions, as opposed to direct 
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intervention from the professional. Such strategies provide early intervention TVIs with the 
opportunity to teach parents specialized skills and extend parent-child interactions as has been 
highlighted in the literature as beneficial for families of children with visual impairments (Chen 
et al., 2007; Hatton et al., 2017; Herrera, 2015). As described in the triadic strategies, the early 
intervention TVI should affirm the parent, provide developmental information and, when 
necessary, suggest alternate strategies or ideas for parents to try. Early intervention TVIs also can 
model specific strategies for the parent to imitate (McCollum & Yates, 1994). However, 
modeling should be used with caution as it can communicate that the early intervention TVI is 
the expert rather than promoting a collaborative approach. In contrast, when parents are directly 
engaged with their child, the parent-child relationship is strengthened, as is parent competence 
and confidence (Chen et al., 2007; Dunst et al., 2007).  
 Reflection. The final phase of the Matrix Approach includes reflection. At the end of 
each session, the early intervention TVI brings the parent back to the matrix that was created 
during the planning phase. The early intervention TVI and family member collaboratively reflect 
on the activity by discussing what went well and what they need to change to realize success. 
They adapt the matrix to reflect any needed changes. Finally, the early intervention TVI and 
parent discuss how the activity can be integrated into daily family life and add this information to 
the matrix planning worksheet (see Appendix C for an example of a completed matrix form). 
This could include ideas about when the activity will be repeated or how the skills within the 
activity could be integrated into other typical routines. The early intervention TVI should leave a 
copy of the matrix with the family so that they can use it to remind themselves of how to support 
their child’s development throughout the week. Early intervention TVIs then encourage family 
members to add to the matrix or adapt it is as needed during the week, for this allows the matrix 
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to become a living, fluid document for recording ideas and child progress (Ely, Guilifor, & 
Hollinshead, 2017). 
Study Design and Data Analysis 
 In this study both the efficacy of the approach to change practice and the social validity 
of the approach were investigated. Organizationally, the remainder of the chapter is divided into 
two sections to provide details regarding the participants and research design. The first section 
relates to investigating the efficacy of the use of the approach. The second section highlights the 
social validity procedures. 
A single case multiple-probe study design across four participants was used to answer the 
research questions related to efficacy of the approach. This methodology was well suited to meet 
study objectives given the low incidence of visual impairment in the general population and the 
relatively small pool of early intervention TVIs. In addition, the study was meant to evaluate 
changes over time. Data gathered from multiple early intervention sessions for each participant 
provided insight into the efficacy of the Matrix Approach to change professional practice when 
paired with appropriate training and coaching.  
 The study design included three phases: baseline, intervention, and maintenance. The 
intervention phase began with online training on the Matrix Approach. Early intervention TVIs 
then used the approach in sessions with families while receiving weekly coaching from the 
researcher. During the maintenance phase coaching support was removed. In each phase, data 
were collected on three measures including fidelity to the Matrix Approach, collaborative 
behaviors, and parent-infant engagement. The next section includes a description of the study 
materials and the study design including elaboration on the participants and the independent 
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(training, and coaching) and dependent variables (collaboration measure, engagement measure, 
and fidelity to the Matrix Approach).  
Efficacy of the Approach 
 Participants. 
 Selection criteria. Four professional/family dyads who met the inclusionary criteria were 
recruited as participants in this study. Participants had to be trained as teachers of students with 
visual impairments (TVI) whose caseload included a child ages birth to 3 years with visual 
impairments receiving services through Part C early intervention. These participants, referred to 
as early intervention TVIs, had to serve (or be willing to serve) the child at least once each week 
for the duration of the study. Participants also had to have adequate internet access to participate 
in online training and video-conferenced coaching sessions. Finally, the early intervention TVI 
had to use English as their primary language during intervention sessions with the child and 
family. These early intervention TVIs were asked to identify from their caseload, one child plus 
the child’s family who met the inclusionary criteria and was willing to participate. To gather 
demographic information, the early intervention TVI was asked to complete an online survey 
available through Survey Monkey (see Appendix D). 
Family participation required that one family member agree to participate in the study 
during intervention sessions with the early intervention TVI. The family member had to have a 
child with a visual impairment receiving Part C early intervention services from the early 
intervention TVI. Further, the child had to be under 2 years 7 months old at the start of the study 
so that there was adequate time to participate prior to the child aging out of the early intervention 
system and beginning preschool.  
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Additionally, the family members had to allow the early intervention TVI to video record 
intervention sessions using a tablet with cloud technologies. The tablet was supplied by the 
researcher and was loaded with an app (i.e., Box) for the purpose of cloud-based recording. 
These recordings were viewed by the researchers for data analysis and coaching via the secure 
online platform (i.e., Box). To gather family demographic information, the parent was asked to 
complete a survey available through Survey Monkey (see Appendix E). 
Recruitment. After obtaining approval from the Institutional Review Board (see 
Appendix A), attempts were made to recruit early intervention TVIs from various states 
including Arizona, Colorado, North Carolina, Illinois, and Washington (see Appendix F and G). 
Individuals from Arizona and Illinois that expressed interest were contacted. A phone 
conversation was conducted to assess whether the inclusionary criteria were met and to describe 
the study’s purpose and procedures. This discussion also included the identification of a family 
from their caseload that would meet the inclusionary criteria. The interventionist was asked to 
contact the family and invite them to contact the researcher if they were interested in 
participating. Interested families contacted the researcher and the inclusionary criteria, study 
purpose, and procedures were discussed. Once early interventionists and families were identified, 
informed consents were obtained and the early interventionists and family members were asked 
to complete the demographic survey. Further, a pre-interview was conducted via phone by the 
researcher with each family and interventionist to learn about their perception of roles (i.e., 
parent and interventionist) within early intervention sessions.  
To protect the anonymity of the families and professionals involved in the study, 
pseudonyms have been assigned to each of the four triads (professional, parent, child). The 
professionals were all women and are referred to as Abby, Beth, Chris, and Dawn. The adult 
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family members were all mothers and are referred to as Lori, Mary, Nann, and Olive with 
children Alia, Ben, Caleb, and Doug, respectively. 
Participant descriptions. 
Abby and Lori. Abby completed her university TVI training in 2017 and began working 
as an early intervention TVI. She had taken one class in early childhood. She worked at a 
blindness organization that provided early intervention TVI services to children and families 
throughout a large geographic region in the southwestern United States. While Abby worked 
exclusively with children with visual impairments ages birth to 3 years, she indicated that she did 
not feel that she was well prepared to serve this age group by her TVI training program. 
Lori, a 26-year-old, married mother participated in the study with her daughter, Alia. Alia 
was 14 months old at the beginning of the study. She had WAGR syndrome which includes 
Wilms tumor, aniridia, (absence of the iris resulting in reduced visual acuity and photophobia 
[increased light sensitivity]), genitourinary anomalies, and intellectual disability. Lori described 
Alia as having low vision. Abby reported that helping Alia reach for toys and objects was the 
outcome that had primarily been the focus during sessions with the family.  
Lori gave birth to a baby halfway through the study, adding a third child to their family. 
Alia’s father and grandmother both actively participated in the daily care of the children with 
Lori. However, only Lori was present during the weekly home-based vision services provided by 
Abby. Lori reported that Alia began receiving early intervention services about 6 months prior to 
the beginning of the study; these services included physical therapy and vision. 
Beth and Mary. Beth had earned a bachelor’s degree focusing on early childhood. She 
completed her training to become a TVI in 2015 and had been working at the same blindness 
organization previously described as Abby’s employer. Beth worked solely with children ages 
	 43 
birth to 3. Like Abby, Beth indicated that she did not feel well prepared to serve this age 
population by her TVI training program. 
Mary was the 23-year-old mother of Ben, a 14-month-old boy with low vision as a result 
of optic nerve hypoplasia with septo-optic dysplasia (ONH/SOD; causing underdevelopment of 
the optic nerves, abnormalities with structures in the midline of the brain, and pituitary 
hypoplasia and causing reduced visual acuity and Nystagmus [involuntary movement of the 
eyes]).Ben had been receiving early intervention services for 9 months with vision services 
added approximately 6 months prior to the start of the study. When the study began, he was 
receiving both physical therapy and vision services through early intervention. Mary was a single 
mother and Ben was her only child. Mary participated in weekly sessions with Beth in their 
family home. Mary’s mother occasionally participated in a portion of the sessions. Mary 
received support from her mother and father in the daily care of Ben. At the beginning of the 
study, Beth indicated that the outcomes of primary focus for this family were to help Ben move 
toward objects during play and to have him hold his own bottle or cup during mealtime. 
Chris and Nann. Chris completed her training as a TVI in 1986. She indicated that her 
initial training as a TVI did not prepare her well to work with the birth to three population. She 
lived in a state that required professionals to complete additional training in order to work in 
early intervention. She became credentialed to specialize as an early intervention TVI in 2010 
and had worked only with the birth to 3 age-group as an early intervention TVI since that time. 
Nann was a married mother of six children including three children with visual 
impairments. Caleb, her youngest son, was diagnosed with albinism. Pigment in both the iris and 
the retina of the eye are essential for normal vision. When albinism affects the eyes (ocular 
albinism) this lack of pigmentation results in 
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(photophobia). Involuntary eye movements (nystagmus) are common. Caleb was 2 years 6 
months old at the beginning of the study and had been receiving early intervention services for 8 
months. His services included vision, O&M, speech, nutrition, occupational therapy, and 
physical therapy. His weekly vision services from Chris occurred in the home. At the beginning 
of the study, Chris indicated that outcomes that they were working on included promoting safe 
movement within the home and encouraging acceptance of a variety of foods. They were also 
working on helping Caleb use his hands to explore. Table 6 includes a summary of the 
demographic information for all participants. 
Table 6 
Summary of Participant Demographic Information 
 
Participant 
TVI 
Parent/Child 
Abby 
Lori/Alia 
Beth 
Mary/Ben 
Chris 
Nann/Caleb 
Dawn 
Olive/Doug 
TVI TVI training completion 2017 2015 1986 2017 
Ethnicity Latino American European 
American 
European 
American 
African 
American 
O&M training completion N/A N/A N/A 2013 
Early childhood training 1-2 classes Bachelors Included in TVI 
training 
More than 3 
classes 
Years of b-3 work 
experience 
5-9 years 3-4 years 5-9 years 5-9 years 
How well did TVI 
training prepare for early 
intervention work 
Not well  
at all 
Not well  
at all 
Not well  
at all 
Moderately 
well 
Parent Marital status Married Single Married Single 
Ethnicity European 
American 
Latino 
American 
European 
American 
Latino 
American 
Age of mother/ 
father 
25/28 yrs 22/20 yrs 43/42 yrs 25/27 yrs 
Ages of other children in 
home (yrs) 
8 yrs 
Infant born during 
study 
None 17, 13, 9, 5, 3 
yrs 
None 
Child Age  1 yr 2 mo 1 yr 2 mo 2 yrs 6 mo 2 yrs 2 mo 
Ethnicity European 
American 
Latino 
American 
European 
American 
Latino 
American 
Diagnosis Aniridia ONH/SOD Albinism ONH 
Visual function Low Vision Low Vision Low Vision Light 
Perception 
Months in early 
intervention/ 
early intervention vision 
6/6 mo 9/6 mo 8/8 mo 24/24 mo 
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Dawn and Olive. Dawn completed her TVI program in 2016 after having finished 
training to become a certified orientation and mobility instructor (COMS) in 2013. While her 
vision programs included some training pertinent to very young children, she indicated having 
taken several classes in child development while completing her associates’ degree. Dawn 
indicated that she felt moderately well prepared by her TVI training program to serve children 
ages birth to 3 with visual impairments. When the study began she was serving children in early 
intervention, elementary school and high school as both a TVI and COMS. Midway through the 
study, her role changed, and she was serving only children ages birth to 3 with visual 
impairments as an early intervention TVI. She did this work through the same organization as 
Beth and Abby. 
Olive was a single mother of Doug, a 26-month-old boy with optic nerve hypoplasia 
(ONH) causing light perception only vision as a result of an underdeveloped optic nerve. In total, 
this family had received early intervention services for 24 months which included vision, O&M, 
speech, and occupational therapy services. Olive and Doug began receiving early intervention 
services from Abby and had transitioned to Dawn just prior to the beginning of the study. Vision 
services were provided weekly in the family-home. Doug’s grandmother and aunt were available 
to help with his daily care needs. At the beginning of the study, Dawn indicated that the primary 
outcomes for the family was to encourage safe movement for Doug in his home and to encourage 
him to try a variety of foods. In addition, they were helping him use his hands to explore the 
environment. 
 Single-case research. The study included a baseline phase, an intervention phases, and a 
maintenance phase. The intervention phase included online training followed by coaching (i.e., 
independent variables). Maintenance data were collected for only two of the four participants due 
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to time constraints. The following sections contain a description of the setting and materials, 
experimental design, and procedures (i.e., baseline, intervention, and maintenance) including the 
fidelity measures specific to the independent variables. A description of the dependent variables, 
including inter-observer agreement (IOA), and the data analysis procedures also are described. 
 Setting and materials. Data for baseline, training, coaching, and maintenance were 
collected via weekly recordings that were taken during early intervention sessions. These 
sessions typically occurred in the home environment, however two sessions involved a 
community setting (i.e., park). All sessions included the early intervention TVI, parent, and 
child.  
 In preparation for session recordings, each early intervention TVI was provided with a 
tablet and tripod. The tablet was loaded with the Box app and individual folders were created so 
that recordings were automatically uploaded to the secure UIUC Box webserver. The researcher 
had access to the video recordings for use in coaching and data analyses. To test the technology, 
each early intervention TVI was asked to record a session while in their target family’s home. 
This session was for technology testing and was not used for baseline. The researcher then met 
with the early intervention TVI to troubleshoot any difficulties. Once all technology issues were 
resolved, collection of baseline data began. Abby, Beth, and Dawn found it easier to record 
without the tripod while Chris chose to use the tripod. 
 As previously stated, a separate folder was created for each participant in Box and linked 
to the participant’s tablet. When the early intervention TVI recorded a session, the recording was 
automatically uploaded to her Box folder which was accessible to the researcher. Each week, the 
researcher went into each participant’s Box folder and renamed the recorded file to specify the 
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week of data collection, the participant, and the date of session (i.e., Week_1_Beth_10.10.2017). 
This organizational format was used throughout the study. 
 Early intervention TVIs participated in training and coaching with the researcher outside 
the weekly early intervention sessions with their target family. Early intervention TVIs 
completed online training designed by the researcher to introduce them to the Matrix Approach. 
The training consisted of five 20 to 30-minute online modules created and housed on a Moodle 
platform. Participants were provided with an individualized link to access the modules after 
baseline data were gathered. While the 5-module, online training took less than 3 hours to 
complete, participants took 1 to 3 weeks to complete it. No early intervention sessions were 
recorded when the interventionist was in the training phase. Following completion of the online 
modules, the researcher met with the early intervention TVI by phone or through an online 
videoconferencing software (i.e., Zoom). The purpose of this meeting was to ensure that the 
interventionist understood the critical components of the approach and was prepared to apply the 
approach in the next session with the family. Coaching also was completed using Zoom 
technology and occurred after each session in the coaching phase. Coaching did not include the 
parent but rather was between the researcher and the early intervention TVI. The purpose of 
coaching was to help the early intervention TVI apply the Matrix Approach with fidelity 
(primary dependent variable) and to encourage the interventionist to use triadic strategies as she 
collaborated with the parent during sessions (secondary dependent variable). The early 
intervention TVI could participate in coaching in any location in which she had internet access. 
For the participants, this included their home, office, or car. The researcher coached participants 
from either her home or office. 
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Procedures. A single case multiple-probe study design across four participants was used 
to answer the research questions related to efficacy of the Matrix Approach. Baseline, 
intervention (training and coaching), and maintenance sessions were introduced in a staggered 
sequence across participants during early intervention sessions.  
 Pre-baseline. Before baseline, interventionists and parents were asked to complete a 
demographic survey. In addition, interventionists and parents completed a pre-interview with the 
researcher consisting of three questions (see Appendix H). The purpose of the pre-interview was 
to gather information about how participants saw the roles of those who were involved in early 
intervention sessions with the child. The interviews were conducted by phone. Six of the eight 
interviews were audio recorded ranging in length from 4 minutes 35 second to 9 minutes 7 
seconds with an average length of 6 minutes 51 seconds. Due to technical difficulties, the audio 
was unavailable for Beth and Dawn; however, the researcher took notes during these interviews. 
The length of these two calls was not collected. 
 Baseline. During baseline, early intervention TVIs and parents were asked to engage in 
intervention sessions as they normally would. Early intervention TVIs recorded these sessions 
using the tablet. The early intervention TVIs did not receive training or coaching prior to 
baseline on the Matrix Approach; however, throughout the study it became apparent that all of 
the interventionists were aware of early iterations of the approach prior to their involvement in 
the study. As mentioned, an article about the Matrix Approach had been published in the Journal 
of Visual Impairments and Blindness (Ely et al., 2017). In addition, a description of the approach 
was available on a website hosted by the researcher through a university in the Midwest. Even 
with this awareness, baseline data showed that the early intervention TVIs were not using the 
approach in their practice. The baseline phase for the first family consisted of five sessions. 
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Intervention (training) was introduced when the data for the primary dependent variable (i.e., 
fidelity to the approach) showed a stable trend. 
 Intervention phase. The intervention phase included online training and coaching. The 
early intervention TVIs did not video record early intervention sessions during the period that 
they were going through online training. After the training on the Matrix Approach, each early 
intervention TVI was instructed to apply the Matrix Approach in the weekly sessions with their 
target parent and child. Recording was resumed for these sessions. Following the completion of 
the online training modules the early intervention TVI received coaching on use of the Matrix 
Approach and the application of triadic strategies with the family in a meeting that occurred 
outside the weekly intervention sessions. Criteria for reaching fidelity of the Matrix Approach 
was at least five sessions including three sessions in which the early intervention TVI 
implemented at least 7 of the 9 steps of the Matrix Approach (i.e., 77.8% fidelity). Details of the 
training and coaching are described next. 
 Training. After baseline was established, each early intervention TVI completed training 
on the Matrix Approach. The training consisted of five 20 to 30-minute, researcher-developed, 
online modules. Modules were pilot tested with an early intervention TVI, and content was 
adapted based on her feedback. 
 Both the format and content of the modules were developed based on the literature. In 
each module after information on key concepts was introduced, video examples or handouts with 
pictures were available to enhance engagement and understanding. Then, participants were asked 
to apply the concepts in a variety of scenarios. Finally, participants were prompted to answer 
questions meant to encourage self-reflection on how application of these concepts would change 
their current practice. This final step included short answers; participants’ responses were 
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accessible to the researcher for use in follow-up coaching. Answers also allowed the researcher 
to verify that participants had completed each module. Module 1 outlined FCRB practices while 
Module 2 provided an overview of the Matrix Approach. Modules 3, 4, and 5 provided detailed 
instruction on each of the three phases of the Matrix Approach (Planning, Engagement, and 
Reflection). The major concepts covered in each module are outlined in Appendix I.  
 Online modules were available to participants using the Moodle training platform 
through UIUC. A link to the modules was provided to participants only after baseline trends 
were established. Participants completed the five modules independently with Beth and Dawn 
completing the training in one week. Chris completed the training in 2 weeks; while Abby also 
completed the training in 2 weeks, she waited an additional week to begin applying the approach 
due to a co-treat session. During this period of online training, matrix forms were mailed to 
participants through US mail. 
 Once the early intervention TVI had completed all modules, the researcher met 
individually with each participant by phone or using the Zoom videoconferencing technology. 
The researcher reviewed the module materials with the participant and answered any questions. 
Participants were asked to apply the approach in all future intervention sessions with the target 
child and family. Participants also were invited to apply the approach in their work with other 
families on their caseload, but data were only gathered during intervention with their target 
families. 
 Intervention with coaching. Once training was complete, the early intervention TVI 
implemented the Matrix Approach with the family during each weekly intervention session and 
participated in a follow up coaching session with the researcher. Each intervention session was 
recorded and the videos were available to the researcher via UIUC Box. Following each session 
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(typically within 1-3 days) the early intervention TVI participated in a 20- to 30-minute video 
conference with the researcher so that she could coach the early intervention TVI on 
implementing the Matrix approach (see Appendix J for coaching procedures).  
 The purpose of coaching was to help the early intervention TVI adhere to the Matrix 
Approach during intervention sessions. The researcher prepared for coaching sessions by 
viewing each individual participant’s video footage. She located up to three 1-minute video clips 
that supported the use of the approach and up to three 1-minute clips of practices that did not 
support the Matrix Approach. After the intervention session and before the next intervention 
session, she met with the early intervention TVI for a 20- to 30-minute session using Zoom 
software. The recording feature of the Zoom software was used to captured both what was on the 
computer screen along with the audio component for each coaching session. These records were 
used to assess coaching fidelity (described later). All sessions consisted of five components. The 
researcher took notes during the coaching session and sent a follow up email outlining the five 
components with a bulleted list of discussion points (see Appendix K for a sample email). The 
five coaching components were (Appendix J): 
1. Introduction and greeting 
2. Data on adherence to the approach – Based on video data, the researcher shared with the 
early intervention TVI the percentage of her adherence to the approach.  
3. Collaborative discussion affirming practice – The researcher and early intervention TVI 
discussed positive practices displayed in the session. When applicable, video clips were 
used to support the discussion. The researcher and early intervention TVI viewed the 
clips together and then discussed why they reflected good practice.  
4. Collaborative discussion of how practice could be improved - The researcher and early 
intervention TVI also discussed practices that could be improved. When applicable, they 
viewed video clips to support this discussion. The researcher asked the early intervention 
TVI to reflect on how this practice could be enhanced in the future. The researcher 
affirmed the early intervention TVI or provided additional suggestions and/or resources 
for improvement. 
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5. Collaborative development of goals for next session – To close each coaching session, the 
researcher asked the early intervention TVI to identify one or two goals for continuation 
or changes in practice for the next session with the family. 
 Reliability of training and coaching. The researcher ensured that all participants 
progressed through the training modules providing evidence of fidelity to the training variable. 
This was evident by noting completion of the reflection questions embedded at the end of each of 
the online modules. The modules were developed in such a way that the interventionist was 
prevented from progressing without completion of each component in each module including 
these reflection questions.  
Online modules were created with a sequential progression that required the viewer to 
finish each module in order to advance to the next one. Further, the early intervention TVI was 
required to answer at least one question at the end of each module with results available to the 
researcher. While the questions were not scored as right or wrong, the required response allowed 
the researcher to monitor the progress of each study participant through the modules ensuring 
that the training variable was applied consistently across participants. Fidelity was 100% across 
participants. 
A researcher developed checklist was used to ensure that coaching procedures were 
followed with fidelity. A graduate student in special education served as a secondary observer; 
she viewed recordings from 30% of randomly selected coaching sessions for each participant and 
assessed the presence of the five coaching steps. Fidelity of coaching was calculated to 
determine a percentage of steps present during each coaching session. Fidelity of coaching was 
100% across the four participants. 
 Maintenance. During maintenance, the early intervention TVI continued to apply the 
Matrix Approach and record sessions that were then accessible to the researcher through the 
UIUC Box; however, coaching support between the early intervention TVI and the researcher 
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was discontinued. Maintenance data were gathered from Abby and Beth. These data were not 
gathered from Dawn because the study had continued several weeks beyond the length of time 
that she and her target family had originally agreed. Further, many of the sessions for this family 
had become co-treat sessions (i.e., 40% of the last 10 sessions). Since co-treat sessions were not 
assessed in baseline, it was determined not to use these sessions in subsequent phases of the 
study. Therefore, gathering three maintenance sessions would likely have taken an additional 2-3 
months, well beyond the agreed upon timeline for study participants. Additionally, Chris’s 
family withdrew from the study following the third session of the intervention phase, therefore 
maintenance data were not gathered for this participant either. 
 Dependent variables. The primary dependent variable was fidelity to the Matrix 
Approach. Interventionists’ fidelity to the use of this approach was the criterion used to 
determine progress to subsequent phases. Secondary dependent variables included parent-
professional collaboration and parent-child engagement. When the Matrix Approach was 
implemented with fidelity, it was hypothesized that both collaboration and engagement would 
also increase. 
 After each session, the interventionist’s fidelity to the approach was examined using a 
researcher made checklist to determine which of the nine steps were exhibited (see Appendix B). 
This was calculated as a percentage of total steps (i.e., 7 of 9 or 77.8%). In addition, the 
secondary variable, collaboration, was operationalized (see definitions in Appendix L) and video 
recordings were coded using partial interval recording. A collaboration score was calculated by 
dividing the number of intervals in which occurrences were observed by the total number of 
intervals coded in each video session. Finally, use of the Matrix Approach was expected to 
increase the amount of time during each session in which each parent was directly engaged with 
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her child. Duration coding was used to calculate the percentage of time parent-child engagement 
was observed during the activity in each session (see Appendix M). Definitions for coding and 
calculating collaboration and parent-child engagement behaviors are described in more detail in 
the data analysis section.  
 After each session, these three variables were coded and the information gleaned was 
used to contextualize the coaching session. Primarily, the use of each step of the Matrix 
Approach was foundational in structuring the coaching session with a period of planning 
(gathering parent input to plan the session), intervention (parent-led practice), and reflection 
(planning for application in daily routines of family life). In baseline, all four interventionists 
lacked a planning and reflective portion of their sessions with the target families. Early coaching 
sessions focused on establishing this structure. Once this was established, subsequent coaching 
sessions affirmed the structure but tended to emphasize the application of the secondary 
dependent variables (collaboration and parent-child engagement).  
 Data collection and coding. Data were gathered on independent (training and coaching,) 
and dependent variables (collaboration, engagement, and fidelity to the Matrix Approach). Video 
from intervention sessions was used to gather data on the dependent variables. In addition, 
fidelity data were captured on training and coaching.  
 The researcher served as the primary observer, coding video footage and providing 
coaching to early intervention TVIs. An early childhood special education graduate student, who 
did not directly interact with study participants, acted as a secondary observer. The dependent 
variables were operationalized and coding rules were developed by the researcher in 
collaboration with the graduate student. In addition, fidelity to the training and coaching 
procedures were established as described next.  
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  Fidelity on coaching procedures. Coaching sessions were recorded using Zoom. The 
researcher used a checklist to ensure that coaching sessions were consistent across participants. 
The secondary observer watched a randomly selected 30% of the coaching sessions for each 
participant using a checklist to measure fidelity to the coaching procedures (see Appendix J). 
Fidelity to coaching was 100% across participants. 
 Data on dependent variables. As mentioned, videotaped intervention sessions in each 
phase were used to code dependent variables. The primary observer (i.e. either the researcher or 
the research assistant) watched each video recording multiple times to code collaboration, 
engagement, and fidelity to the Matrix Approach (see Appendix N). In a similar fashion, the 
secondary observer coded 30% of the recorded early intervention sessions gathered from each 
early intervention TVI for reliability purposes. The research assistant always served as the 
secondary observer during reliability coding. 
 Observation of training. The researcher collaborated with an early intervention TVI not 
involved with the study but who was already trained in use of the Matrix Approach to gather two 
early intervention session recordings. The primary and secondary observers used these full-
length intervention recordings to independently code each dependent variable. Inconsistencies 
were discussed and definitions refined until agreement was reached. Training continued using 
the initial video collected from each study participant (described earlier, these recordings were 
gathered to try out the technology). Portions of these early recordings also were used to practice 
coding each participant according to the established codes. This led to further refinement of 
codes and discussion of differences between participants. This process was repeated until 90% 
agreement was achieved on each coded dependent variable. 
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 Establishing IOA. IOA on fidelity to the approach was calculated for each video coded by 
the secondary observer using point-by-point agreement. The number of agreed upon items on the 
checklist was divided by the total number of items on the checklist (9) and multiplied by 100. 
IOA on collaboration also was calculated using point-by-point agreement. The number of agreed 
upon segments was divided by the total number of segments coded and multiplied by 100. 
However, because engagement was a duration measure, the IOA required a different calculation. 
The total seconds of engagement observed by the primary observer and the secondary observer 
were divided with the larger number used as the denominator. The quotient was multiplied by 
100. See Table 7 for a summary of IOA data on each dependent variable. 
Table 7 
IOA Data 
 Phase  IOA (range) 
Family 
(n, % of 
sessions coded) 
Fidelity to the 
approach Collaboration Engagement 
Abby &  Baseline  100 99 96 
Lori (2, 40%)  (99-100) (91-100) 
 Intervention 100 93 87 
 (2, 33%)  (92-93) (91-84) 
 Maintenance 83 91 99 
 (1, 33%)    
Beth &  Baseline  100 88 91 
Mary (2, 33%)  (81-94) (81-100) 
 Intervention 100 94 92 
 (2, 40%)  (92-96) (86-97) 
 Maintenance 100 93 91 
 (1, 33%)    
Chris &  Baseline  100 86 86 
Nann (2, 33%)   (75-97.4) (77-94) 
 Intervention  75 95 95 
 (1, 33%)     
Dawn & Baseline  100 92 96 
Olive (2, 33%)    (95-96) 
 Intervention  83 99 100 
 (1, 33%)     
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 Data analysis. By definition, FCRB practices involve high levels of parent/professional 
collaboration and parent/child engagement. It was anticipated that as fidelity to the Matrix 
Approach increased (primary dependent variable), so would measurable changes in behaviors 
that supported both parent and professional collaboration and parent-child engagement 
(secondary dependent variables). Therefore, to evaluate the fidelity to the approach and 
measurable changes in collaboration and engagement, a graphic display of each variable for each 
participant was constructed. Using these graphs, the researcher conducted visual analysis by 
participant followed by a vertical analysis of the primary dependent variable across participants.  
 Fidelity to the approach. To conduct the visual analysis, baseline data patterns (i.e., level 
and stability) were evaluated. Then, data were analyzed within each phase for level, trend, and 
stability. Data also were examined between phases for immediacy of change, trend, level, and 
variability. Level and stability in baseline informed decisions about the movement of each 
participant from baseline into the intervention phase. Next, vertical analysis was used to 
determine whether the data from participants still in baseline could serve as a control for 
participants receiving intervention (Kazdin, 2011). 
 Collaboration. To compare whether there was a relation between fidelity and 
collaboration, the collaboration variable was graphed with the fidelity variable on a single graph. 
Visual analyses were conducted on data patterns within (i.e., level, trend and stability) and 
between phases of the study (immediacy of change, trend, level, and variability).  
 Engagement. Like collaboration, engagement was graphed with fidelity for each 
participant on a single graph to analyze if there was a relation between the two variables. 
Analyses included inspection of data patterns within and between phases.  
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 The parent-engagement variable was intended to measure the amount of time parents 
spent engaged with their child during session activities. This was important based on suggestions 
in the literature that parents rarely engaged their children with visual impairments during early 
intervention sessions and may lack the confidence and skills necessary for extended engagement 
episodes (Chen et el., 2007; Herrera, 2015). Further, experts contend that such engagement 
during intervention sessions would provide parents with the essential confidence and skills to 
increase their ability to engage with their children (Ferrell, 2011; Hatton et al., 2002; Hatton et 
al., 2017; Smyth et al., 2014).  
 In coding engagement, activity was defined as the point in which the adult (parent or 
interventionist) engaged the child in a task. Once an activity began coding continued until the 
adults stopped the activity and did not return to it for the remainder of the session. This avoided 
starting and stopping multiple activity episodes when parents and interventionists got off topic. 
Using this definition, the beginning and ending of an activity was relatively easy to identify in 
videos across all phases of the study. The 42 videos collected across the study were divided 
between the researcher (n = 34) and the research assistant (n = 8). They independently identified 
the beginning and ending point for the activity rounding to the nearest 5 seconds (ex. 3:12 was 
rounded to 3:10). Then, together, they watched all videos and reached agreement on the times 
identified. This resulted in seven changes to what they had independently identified as the 
beginning and ending time. Then, using duration coding as previously described, the percentage 
of time in parent-child engagement was calculated from the activity portion of each session.   
Social Validity 
 In this study quantitative measures were used to investigate objectives related to social 
validity including survey data from parents and pre- and post-study interviews with parents and 
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early intervention TVIs. In the sections that follow, researcher beliefs and assumptions are 
described along with the participants and setting, qualitative data sources, and data analysis 
procedures utilized in providing evidence for the last research question. 
 Personal perspective. In qualitative research, it is important for the researcher to reflect 
on personal characteristics and perspectives that provide the underlying foundations for beliefs. 
These perspectives can impact data analyses and should be made known to those reading study 
findings.  
 I am a white female in a doctoral program at a large Midwestern university while also 
working as a grant project coordinator and assistant professor at a different Midwestern 
university. I have worked in the field of visual impairments for 25 years and specifically in the 
field of early intervention visual impairment for 20 of those 25 years. In that work, I have been a 
TVI and an early intervention TVI. In my role as an assistant professor, I teach undergraduate 
students to become TVIs. The grant I coordinate is a federally funded master’s level program 
designed to teach TVIs to work with infants and toddlers as early intervention TVIs.  
 As a family member of someone with multiple impairments including blindness, I believe 
strongly in the importance of the family unit as a source of support and resources when an 
individual has a disability. I believe that FCRB practices are essential for building competence in 
parents so that they can better support their children. Further, FCRB practices have the potential 
to build strong connections between parents and their children by encouraging parents to take the 
lead and implement strategies within their family life. I also believe that early intervention TVIs 
have the potential to shift their practice to a FCRB approach if provided with the resources to do 
so. However, some TVIs may find it difficult to give up their role as “expert,” which is necessary 
in order to become a collaborator with parents. 
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 Participants and setting. The four early intervention TVIs and four parents who 
participated in this study were the source of qualitative data to evaluate the social validity of the 
approach. They participated in phone interviews as well as online surveys, using Survey 
Monkey. Further, following the maintenance phase, each parent and early intervention TVI 
participated in an interview that lasted approximately 25 minutes (M = 0:25:48), with the shortest 
interview lasting 13 minutes and 16 seconds, while the longest interview lasted 54 minutes and 
54 seconds. The purpose of the interview was to assess the social validity of the project (see 
Appendix H). In an effort to avoid influencing participant responses during interviews, these 
interviews were conducted by an early childhood special education graduate student who was 
naïve to the project and the study participants. The graduate student was introduced to the study 
participants through an email in which the participants were informed that she was naïve to the 
study and it was explained that this was an intentional effort to enable them to provide honest 
feedback. The student then contacted the participants to complete the phone interviews.  
Assessment of social validity. According to Wolfe (1978), validation of a study should 
encompass three levels including significance of goals, appropriateness of procedures, and 
importance of outcomes. Therefore, data sources were created to provide evidence of social 
validity on these three levels (i.e., goals, procedures, and outcomes). Data sources included (a) 
weekly online survey of parents, (b) pre-interviews of parents and professionals, and (c) post-
interviews of parents and professions. The weekly online survey of parents informed the 
application of study objectives, an indirect means to evaluate the significance of goals. In 
addition, three questions were asked of parents and professionals in a pre- and post-interview to 
allow for comparison of perspectives before and after the study. Parent and professional post-
interviews contained several additional questions that offered a direct means for understanding 
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their views about the study goals, procedures, and outcomes. See Appendix H for a complete list 
of pre- and post-interview questions.  
 Data sources. 
 Application of intervention survey. Parents completed a three-question online survey 
after video recorded sessions, but only two to three times during each phase of the study. The 
survey contained open-ended questions related to their application of the intervention strategies 
targeted in the Matrix Approach within their daily routines. A link to the online survey was sent 
via email to each parent (see Appendix O). 
 Pre-interviews. Prior to beginning the baseline phase, parents and professionals were 
interviewed by the researcher via phone. The interview consisted of three questions that were 
designed to gauge perceptions about the expected role of the parent and interventionist during an 
intervention session. It was anticipated that these perceptions might change after the intervention 
was applied (see Appendix H). 
Post-interviews. Individual semi-structured interviews with the participants (parents and 
early intervention TVIs) were completed after the final video data were collected for each 
participant. The interview was designed to gather data on participants’ perspectives on the 
Matrix Approach and the probability of continued use (see Appendix H). All interviews were 
audio recorded and transcribed by a graduate assistant; however, due to technical difficulties, the 
audio was not captured for two of the parent participants (Lori and Olive). Therefore, these 
parent responses were summarized by the graduate student after the interview was complete (see 
Appendix H).   
 Data analysis. Qualitative data were analyzed following the methods as described by 
Creswell (2013). First, the data were organized using visual representation. Then data were 
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coded and themes were identified. Interpretation of the themes brought understanding of larger 
meaning. Quotes from parents and professionals were used to further support conclusions drawn 
(Creswell, 2013). Credibility, a priority of this process, was achieved through the involvement of 
a second researcher throughout data analyses (i.e., coding and interpretation; Creswell, 2013). 
This process is described next for each data source.   
Application of intervention survey. Responses were gathered from respondents to three 
open-ended questions on the Application of Intervention Survey. These data were compiled and 
grouped by participant for each phase of the study. Then the data were ordered by question. This 
allowed comparison of responses between phases by each participant. The researcher, her 
advisor, and the early childhood graduate assistant reviewed the data independently for changes 
between baseline, intervention, and maintenance. However, given the limited data and only 
subtle changes in parent responses, it was determined that conclusions would require additional 
data support. Therefore, themes were identified from these data and triangulated with other data 
sources including the pre- and post-interviews. The three researchers discussed major themes and 
consensus was reached (Creswell, 2013).  
 Interviews. Interviews of parents and early intervention TVIs resulted in data on their 
feelings about the Matrix Approach and its use during intervention sessions. These data were 
organized by question and participant. The researcher and the early childhood graduate assistant 
used the data to identify categories for coding. They used these categories to code the data 
independently before coming together to reach consensus on coding and collapse the categories. 
This process was repeated twice. Finally, major themes were identified by the researcher and the 
graduate assistant.  
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 Summary. The study design provided a rigorous collection of data to answer the four 
research questions. Specifically, the single case multiple-probe study design provided some 
evidence for the efficacy of the Matrix Approach by early intervention TVIs and families. 
Qualitative data provide supporting evidence for the social validity of the approach including 
desirable family outcomes of follow through, attainment of goals for FCRB practices, and 
acceptance of the approach in practice. 	  
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Chapter IV 
Results 
 The purpose of the current study was to investigate the efficacy and perceived value of 
the Matrix Approach when used during early intervention home visits by TVIs. The approach 
was designed to foster parent involvement in sessions as described by FCRB practices and 
believed appropriate for families when a child has a visual impairment (DEC Recommended 
Practices, 2014; Ely & Ostrosky, 2018; Hatton et al., 2017). To inform this investigation, four 
early intervention TVIs recorded weekly intervention sessions with their target families. After 
baseline data were collected, the TVIs were provided with an intervention package consisting of 
both online training and coaching. Data were gathered on three behaviors including: 
(a) interventionists’ fidelity to implement the approach (primary dependent variable), 
(b) interventionists’ use of targeted collaborative behaviors (secondary dependent variable), and 
(c) parents’ engagement with their children (secondary dependent variable). Also, data were 
gathered to evaluate whether TVIs and parents found the approach to be a valuable method of 
early intervention service delivery when a child has a visual impairment. Visual analysis showed 
a functional relation between online training and coaching, and early intervention TVIs’ use of 
the Matrix Approach. This relation was observed both within and across participants. Evidence 
of a relation between fidelity to the approach and parent-professional collaboration was weak as 
was a relation between fidelity to the approach and parent-child engagement. Social validity data 
focusing on outcomes, goals and procedures were strong with some suggestions for change 
offered by participants. These results are described in detail using the four research questions as 
a guiding framework. 
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Functional Relation of Intervention and Fidelity 
To assess if a functional relation existed between online training and coaching, and early 
intervention TVIs’ use of the Matrix Approach, fidelity data were gathered. Each participant’s 
data are discussed separately. Figure 1 illustrates the functional relation between intervention and 
fidelity with the introduction of the intervention package (online training and coaching) across 
the four participants (i.e., early intervention TVIs). In each phase (i.e., baseline, coaching, 
maintenance), fidelity to the Matrix Approach was measured using a checklist of the three stages 
of the approach which were separated into nine distinct components: planning (goals, routines, 
problem-solving activities, choosing an activity, environmental set up), intervention (parent-led 
activity, professional support), and reflection (session reflection, extension). The percent of 
components observed in each video recorded session was calculated as fidelity data. 
Experimental criteria for coaching was at least three data points of at least 77.8% fidelity (7 of 9 
items correct) across a minimum of five sessions. It should be noted that an automatic score of 
zero was obtained if the interventionist failed to ask the parent for input on their desired goals 
and routines, the first two components of planning. This criterion was established because, as 
outlined by FCRB practices, parent input and choice is foundational to such practice (DEC 
Recommended Practices, 2014; Ely & Ostrosky, 2018; Hatton et al., 2017). Three of the four 
home visitors demonstrated an immediate increase in fidelity to the approach following online 
training (Abby, Beth, and Chris). Fidelity levels were significantly higher in intervention when 
supported by coaching than in baseline, although variability was observed. Maintenance data 
were gathered for only two of the four participants given time constraints (Abby and Beth). 
While maintenance data were at lowers level during the intervention phase, fidelity levels were 
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higher in maintenance than in baseline. Visual inspection was used to analyze these data 
following guidelines outlined by Kazdin (2011). 
 
Figure 1. Fidelity to the matrix approach.  
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Data for Abby (Lori/Alia). Five baseline data points were gathered to measure Abby’s 
adherence to the Matrix Approach. In this phase, Abby (early intervention TVI) did not ask Lori 
(parent) for input on priorities that could guide the session including goals or daily routines that 
Lori might be interested in working on. As noted earlier, such discussion was necessary to lead 
the remainder of the session related to the Matrix Approach, the primary dependent variable. 
Therefore, baseline data were zero for all five sessions; a stable and low-level baseline was 
established. In week 6, Abby was provided access to the online training modules. Once this was 
complete, the researcher met with Abby to review the essential components of the online training 
and to answer questions related to applying the approach in the next session. Abby asked to wait 
one additional week before beginning to use the approach as the upcoming session (week 8) was 
a co-treat session and she did not feel comfortable beginning the approach in this context. 
Further, it was determined that co-treat sessions were not measured in baseline and should, 
therefore, not be the context for subsequent phases of the study.  
Abby entered the coaching phase during week 9, with coaching occurring after each 
intervention session. As outlined in the study methods, coaching involved several components: a) 
building rapport, b) sharing fidelity data with Abby, c) identifying activities that Abby did during 
the session that did and did not support the approach, and d) asking Abby to identify skills that 
she would apply in the next session. During coaching, Abby shared positive impressions of the 
approach, especially the way that it encouraged parent involvement. Further Abby actively 
brought discussions from coaching into sessions with the family by making observable efforts to 
apply the identified goals for improvement in the following session. An immediate change to 
over 77.8% was evident in week 9. Coaching was provided following session 9. Weeks 10 and 
11 were a break for all participants due to the New Year holiday. During week 12, Abby again 
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demonstrated high levels of fidelity to the approach which was affirmed in coaching following 
the session. Week 14 showed a strong decline in fidelity; however, this was the result of the 
mother having a baby during week 13, when the session was cancelled. Understandably, Lori, 
the mother, was minimally involved in the session during week 14 which resulted in a decrease 
in the fidelity data as the Matrix Approach is designed to evoke parent involvement and the 
measure is sensitive to this. Weeks 15, 16, and 17 showed stable and high levels of fidelity. The 
experimental criteria of three sessions over 77.8% fidelity with a minimum of five sessions was 
met, and it was determined to move Abby into the maintenance phase. 
After a three-week pause, data collection was resumed for maintenance. In this phase 
fidelity levels dropped, but remained above baseline levels. There was slight variability in the 
three data points with Abby displaying five to six of the nine components of the approach 
(55.6% to 66.7%). During this phase, she continued to apply the planning portion of the 
approach (goals, routines, problem-solving activities, choosing an activity, environmental set 
up), but did not demonstrate all components of the activity (parent-led activity, professional 
support) or the reflection (session reflection, extension) portions of the approach.  
Summary. Baseline data were stable showing no evidence of fidelity; however once the 
intervention package was applied, an immediate increase was evident. In fact, aside from the 
decrease in weeks 12 and 14, which is explained by the mother’s need for respite before and after 
giving birth, fidelity data were stable and high (100%). When the intervention package was 
discontinued during the maintenance phase, fidelity levels declined, but remained higher than 
baseline levels.  
Data for Beth (Mary/Ben). For Beth, baseline data were gathered during weeks 1, 2, 6, 
8, 12, and 13. These probes showed a lack of use of the components of the Matrix Approach 
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except for week 6. During week 6 Beth displayed four components of the approach when she 
began the session by reviewing parent goals and routines including collaborative problem-
solving in an attempt to identify activities to meet these objectives. Beth also coached Mary, the 
parent, as Mary worked with Ben, her son with a visual impairment. Yet, aside from the week 6 
data, a stable and low baseline was established and Beth moved into the intervention phase. 
After week 13, Beth was provided the link to the online training modules. Once she 
completed these modules, the researcher met with Beth to answer questions before she applied 
the approach in sessions with Mary and Ben. Next, coaching was provided after each session in 
the intervention phase. Beth consistently demonstrated 100% fidelity to the approach for five 
weeks. Experimental criterion of three sessions with at least 77.8% fidelity for at least five 
sessions was met, and Beth moved into the maintenance phase. 
After a one-week break, maintenance data were gathered in weeks 21, 23, and 24. In 
week 21, Beth still demonstrated high fidelity with eight of nine components observed. The 
missing component was the step in which the parent begins the activity and the interventionist is 
to observe for 30 seconds. This step is meant to establish the parent as the leader of interaction 
with their child. While Mary did work with Ben during week 21, this 30 second observation by 
Beth did not occur. In week 23, Beth demonstrated all nine components of fidelity but only 
implemented five components in week 24. During week 24, Beth did not observe Mary work 
with Ben for 30 seconds before providing feedback. Beth also did not spend time reflecting on 
the session and making a plan to extend the strategies into the family’s daily routines. 
Summary. Beth’s baseline data were fairly stable with an immediate increase once the 
intervention package was applied. Data during coaching was extremely stable, and while 
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maintenance levels were lower than intervention, they remained higher than baseline measures. 
A variable and decreasing trend was noted in the maintenance phase.  
Data for Chris (Nann/Caleb). Baseline data for Chris were gathered during weeks 3, 5, 
9, 15, and 17. These data showed no evidence of the Matrix Approach in practice, establishing a 
stable and low-level trend. Following training Chris demonstrated an immediate increase in 
using the Matrix Approach. In the first week of coaching (week 20), Chris displayed six of the 
nine components including all five planning components. She did not invite Nann to begin the 
activity while she observed for 30 seconds; however, Chris did provide professional support in 
the form of coaching during segments of week 20 when Nann worked with Caleb. Chris did not 
implement the reflection components of the approach. In week 21, Chris displayed all 
components of the approach except session reflection. In week 23, she displayed six of the nine 
components but she failed to set up the environment for visual needs, observe the parent work 
with the child for 30 seconds, or extend strategies practiced in the session to the family’s day-to-
day life. Data gathering ceased at the request of the family following week 23. Due to 
extenuating circumstances (i.e., medical issues) unrelated to the study, Nann asked to discontinue 
the sessions so that they could address personal needs in the few sessions that remained before 
Caleb aged out of early intervention services.   
Summary. Baseline data were low and stable for Chris. When intervention was 
introduced an immediate increase in fidelity was evident. While the experimental criterion was 
not reached, the three data points gathered showed higher levels of fidelity than baseline, despite 
some variability in the data. 
Data for Dawn (Olive/Doug). A stable and low-level baseline was established for Dawn 
indicating no evidence of use of the Matrix Approach in practice. Baseline data were taken 
	 71 
during weeks 1, 3, 7, 8, 16, and 18. Dawn completed the online training with a follow-up phone 
conversation with the researcher within one week after receiving access to the modules. In the 
first week (week 20), Dawn failed to discuss goals and routines with the parent leading to a 
fidelity score of zero, comparable with baseline levels. However, after coaching, she 
demonstrated high fidelity in weeks 24, 25, and 28. No data were recorded for weeks 21, 22, 23, 
and 26 because these were co-treat sessions. Since co-treat sessions were not recorded in 
baseline, it was determined to not include these data in the intervention phase of the study as 
well. Week 27 showed a decrease in use of the approach. In this session, Doug (child) was not 
feeling well, and he laid on the coach while Dawn and Olive discussed his progress and 
considered what to work on in the coming weeks. This resulted in coding only four of the five 
components in planning and one of the two components of reflection. The remaining components 
of the Matrix Approach were not observed. 
Summary. Baseline data were stable and low. Application of the intervention package 
resulted in a delayed increase in fidelity that remained at a high level with some variability when 
coaching support was applied. The experimental criterion was met when three data points 
resulted in fidelity over 77.8% after at least five sessions.  
Vertical analysis. Baseline data for Beth, Chris, and Dawn were not affected when Abby 
entered the intervention phase. Likewise, baseline data for Chris and Dawn were unaffected 
when Beth entered intervention. Further, introduction of the intervention package coincided with 
an increase in fidelity of implementation for all four participants. 
The data provide evidence of a positive functional relation between online training and 
coaching to early intervention TVIs’ use of the Matrix Approach. Immediate change was evident 
by three of the four participants with a slightly delayed change for one participant. While Beth 
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showed an immediate increase that was maintained throughout intervention, the other three 
participants showed marked increases but with some variability. While variability was evident 
during intervention for Abby and Dawn, extenuating circumstances help explain these data 
fluctuations as noted earlier. All four participants showed a significant change in levels 
compared to baseline and those levels remained higher than baseline levels during the 
maintenance phase. 
Collaboration Between Early Intervention TVIs and Parents 
 Data for each participant also were graphed to focus on the relation between fidelity to 
the Matrix Approach and collaboration between the parent and professional. As detailed in 
Chapter 3, the variable used to measure collaboration between the professionals (i.e., early 
intervention TVIs) and parents included behaviors in which the professional (a) affirmed parent 
competence, (b) highlighted the child’s behaviors, (c) provided developmental information, or 
(d) suggested strategies or resources for use with the child. Coding definitions are provided in 
Appendix L. Each session video was coded in its entirety using 30-second intervals with partial 
interval recording. Figure 2 overlays the primary dependent variable (fidelity to the approach) 
with the collaboration variable as evidenced by data from sessions with the early intervention 
TVI and the parent. The open triangles on each graph indicate the percentage of intervals in each 
session in which collaboration between the professional and the parent occurred. The closed 
circles indicate use of the Matrix Approach in each session as measured by the fidelity variable. 
The relation of fidelity to collaboration in regard to level, trend, and variability is considered in 
the paragraphs that follow. The data are presented first for each participant using visual 
inspection and then across participants using vertical analysis (Kazdin, 2011). 
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Figure 2. Collaboration and fidelity data.  
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 Data for Abby (Lori/Alia). Abby and Lori displayed low levels of collaboration during 
baseline, although the percentage of intervals in which collaboration was observed was 
increasing slightly at the end of baseline. In fact, session videos predominately included Abby 
and the child, Alia. Lori displayed limited involvement in sessions, therefore collaboration was 
minimal. During the intervention phase Lori was directly involved, providing significantly more 
opportunities for collaboration. During intervention, Abby was encouraged to collaborate with 
Lori to make a plan for the session, provide feedback as Lori applied the planned activities with 
Alia, and reflect with Lori to determine strategies that could be extended into daily family 
routines. However, as Abby became more comfortable with the approach, she became less 
talkative and more observant as Lori worked with Alia, only interjecting developmental 
information or suggestions when necessary. This change in roles may be the reason for the 
decline in collaboration that is evident across the intervention phase. During maintenance, Abby 
continued to collaborate with Lori during planning; however, the two adults exhibited less 
collaboration during the activity portion of the session and showed limited reflection, thereby 
resulting in limited collaborative behaviors in the final minutes of the three maintenance 
sessions.  
Summary for Abby (Lori/Alia). Levels for fidelity to the approach could be described 
as low, high, and medium between baseline, intervention and maintenance, respectively. 
Similarly, yet not as obvious in the visual analysis, collaboration levels also could be described 
as low, high, and medium when baseline, intervention, and maintenance are considered, 
respectively. Further, the difference between the baseline and maintenance levels is slight for 
collaboration while the difference in levels for fidelity during these phases is stronger. In 
addition, collaboration behaviors show a descending trend during coaching which is dissimilar to 
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the fidelity data in the same phase. Therefore, there appears to be a weak relation between 
fidelity to the approach and collaboration when looking at Abby and Lori’s data. 
Data for Beth (Mary/Ben). Figure 2 displays fidelity to the Matrix Approach in relation 
to collaboration as observed in sessions with Beth and Mary. In baseline, Beth tended to provide 
Mary with information about what Ben was doing developmentally. Most of this collaboration 
occurred during the activity portion of the session as time spent in planning and reflection were 
limited. During the coaching phase, the planning and reflection portions of the sessions became 
slightly stronger in terms of collaboration between Beth and Mary compared to the planning and 
reflection that was observed to occur during sessions during baseline. Similar to Abby, as Beth 
became more comfortable with the approach, she tended to interject less during the activity. 
Instead most of the collaboration occurred during planning and reflection. This is likely the 
reason for the decline in collaboration at the end of the coaching phase. This collaborative 
behavior remained fairly consistent through the maintenance phase. 
Summary for Beth (Mary/Ben). For Beth and Mary, collaboration levels were only 
slightly higher in intervention compared to baseline while fidelity levels drastically increased 
from baseline to intervention. Interestingly, the variability of each source of data in maintenance 
shows opposing movement. Specifically, when collaboration rose, fidelity went down and vice 
versa. When considering the relation between fidelity to the approach and collaboration, visual 
analysis does not support a relation between these two variables.  
Data for Chris (Nann/Caleb). As seen in Figure 2, Chris and Nann engaged in a 
collaborative relationship even in baseline. They often began sessions discussing successes and 
struggles from the previous week with some brainstorming of solutions when warranted. During 
sessions, Chris often encouraged Nann to work with Caleb while Chris provided suggestions and 
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feedback. While the approach was applied with fidelity in the first week of intervention, 
collaboration decreased below baseline levels. In video footage, it appeared that introducing the 
Matrix Approach caused both Chris and Nann to be more aware of how they were interacting 
and the natural flow of these interactions changed. This improved in the second week of 
intervention and then declined again in the third week. Since Chris and Nann had to discontinue 
participation in the study, it is unclear how trends would have progressed as comfort with the 
approach improved.  
Summary for Chris (Nann/Caleb). On average, Chris and Nann’s baseline levels for 
collaboration were slightly higher than their intervention levels while the opposite occurred for 
fidelity. However, considerable overlap exists in the data between baseline and intervention.  
Data for Dawn (Olive/Doug). In baseline, Olive was actively involved in intervention 
sessions with her son, Doug, and the early intervention TVI, Dawn. Sessions were child-led with 
both Olive and Dawn responding to Doug’s interests while they worked to engage him in play. 
Collaboration was low because most exchanges were between the adults and Doug, rather than 
between the two adults. Once intervention began, collaboration between the adults increased. 
Sessions began to include periods during which Dawn talked to Olive about areas in which she 
wanted and needed support for Doug. During this collaborative planning they also actively 
discussed solutions to struggles that Olive identified. During the activity portion of sessions, 
Dawn began to interact less in direct play with Doug, instead spending time observing Olive 
work with Doug and providing feedback and suggestions as necessary. In week 27, when Doug 
was sick, collaboration remained high because Dawn and Olive took the opportunity to 
collaboratively plan. There was a slight decrease in week 28 and this is likely due to the same 
reason collaboration dropped off for the other participants; as Olive became more comfortable 
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with the routine being practiced, she and Dawn had less need for brainstorming during planning 
and instruction. 
Another noticeable change between baseline and intervention was the focus of sessions. 
In baseline, most of Doug’s sessions centered around play that included sensory exposure. 
However, during the intervention phase, sessions focused on daily routines such as mobility and 
feeding. Collaborative discussions about Olive’s concerns brought to light the fact that, although 
Doug was over 2 years old, he was receiving all meals by bottle. Once identified as an area this 
of anxiety for Doug’s family, several sessions focused on introducing mealtime skills. Through 
guided planning, problem solving, practice during sessions, and follow-through between 
sessions, Olive saw drastic changes over a few weeks. In fact, after only three sessions, Doug 
began accepting soft foods from a spoon. By the last day of data collection, he was accepting 
food from a spoon and occasionally allowing his mother to provide hand-over-hand assistance as 
Doug fed himself (see Figure 2). 
Summary for Dawn (Olive/Doug). Visual analysis for Dawn and Olive’s data shows 
little similarity between trends in collaboration compared to trends in fidelity during the 
intervention phase. While collaboration and fidelity both were stable and low during baseline, an 
immediate change was seen in collaboration even through there was a delayed increase in fidelity 
between baseline and intervention. Yet, as intervention continued, levels for both measures 
initially increased but were variable. Thus, there was a weak relation between collaboration and 
fidelity. 
Vertical analysis. Baseline data for collaboration, while variable across participants, was 
not affected by the staggered introduction of the intervention package (see Figure 2). The data 
across participants failed to show a relation between collaboration and fidelity. There were no 
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obvious similarities in level or stability for collaboration within phases and these data did not 
coincide with patterns for fidelity. Similarly, between phases there was no similarity in 
immediacy of change, level, trend, or variability. One trend that was similar across all 
participants during intervention is the arc-like shape of the collaboration line. Specifically, for all 
participants collaboration increased and then decreased within the intervention phase. It appeared 
that when participants began intervention, they were somewhat uncomfortable with the approach 
and were initially focused on the mechanics of accomplishing all of the components of fidelity. 
After a coaching session, parents and professionals increased their collaboration. As 
professionals explained in their coaching sessions, they felt less of a need to provide feedback to 
the parent once the parent became more comfortable interacting with their child during sessions. 
For Dawn, this was due to the mother (Olive) overcoming her hesitation during the new feeding 
routine. Similarly, Mary became more confident in her decisions and ability to work directly 
with her son. As a result, Beth reduced the amount of instruction she provided to Mary during 
activities. However, as time passed, both Olive and Mary seemed to become much more 
forthcoming during sessions with original ideas for solutions to problems or extensions to play. 
Parent-Child Engagement 
 Parent-child engagement was measured during the activity portion of the session as it was 
hypothesized that this might positively change as a result of implementing the Matrix Approach. 
Duration coding was used to calculate the percentage of time that parents spent directly engaged 
with their child. Figure 3 shows these parent-child engagement data along with data for fidelity 
to the Matrix Approach for each participant. The open triangles indicate the percentage of time 
coded as parent-child engagement. The closed circles reflect professionals’ use of the Matrix 
Approach in each session as measured by the fidelity variable. The data are presented next for  
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Figure 3. Engagement and fidelity. 
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each participant using visual inspection and then across participants with vertical analysis 
(Kazdin, 2011).  
Data for Lori and Alia (Abby). As mentioned earlier, Lori, the mother, was minimally 
involved in sessions during baseline (see Figure 3). The sessions consisted almost entirely of an 
activity that Abby, the early intervention TVI, planned before she arrived. Further, Abby worked 
directly with Alia, Lori’s daughter, while Lori watched. In fact, Lori did not directly interact with 
Alia at all during baseline sessions. When the intervention package was introduced, Lori became 
involved in all aspects of the sessions. She worked directly with Alia on the activities identified 
during planning. During maintenance, Lori was involved, but not at the same level as she had 
been during intervention. Specifically, while Lori and Abby collaboratively planned the activity 
at the beginning of the session, Abby interacted with Alia to practice skills while Lori interacted 
only intermittently with Alia. 
Summary. Trends for Lori and Alia’s engagement data were similar to those observed 
for fidelity, showing a stable low level in baseline and similar variability during intervention (see 
Figure 3). However, the trend was not similar during maintenance. Also, both variables were 
observed at their lowest level in baseline and their highest level during intervention. Further, 
there was an immediacy of change between baseline and intervention for each variable.  
Data for Mary and Ben (Beth). During baseline, Ben’s intervention sessions primarily 
included items from home with the activity planned ahead of time by Beth. During the activity, 
Beth worked directly with Ben and she frequently invited Mary to participate. When the 
intervention was introduced, the session format changed to include planning, an activity, and 
reflection. During the activity Mary worked directly with Ben as she took the lead role in 
practicing strategies identified in planning. During maintenance, the three-phase structure 
	 81 
continued to be evident and Mary continued to engage Ben during the activity portion of the 
session.  
While Beth constantly encouraged Mary to participate during baseline, Mary only did 
what Beth told her to do. During intervention, Mary actively participated and assumed leadership 
by adding her own ideas to the exchange and engaging without constant prompts from Beth. 
Summary. While engagement data reveal three high points across the coaching and 
maintenance phases, there was one high point in baseline. All other engagement data points 
across the phases are at a similar level (between 10-40 %). Specifically, baseline levels for 
engagement ranged from 12.9% to 33.6% with the exception of week 6 when they reached 
91.1% (the same week that fidelity measures increased). When intervention was introduced, 
there was an immediate increase in parent-child engagement; however, this was not sustained 
and variability was evident in the data throughout intervention and maintenance. No evidence 
exists for a relation between implementation of the Matrix Approach and parent-child 
engagement given Mary and Ben’s data (see Figure 3). 
Data for Nann and Caleb (Chris). Chris and Nann seemed to be extremely aware of the 
camera during the first recording in baseline (week 3). This may explain the elevated level of 
parent-child engagement during that session. While a decrease in engagement was recorded the 
next week of data collection (week 5), the remaining data points in baseline show an upward 
trend.  
In all sessions Nann was actively involved with Caleb and Chris. In baseline, sessions 
consisted of brief discussions about the activity that Chris had planned, followed by the activity 
and some reflection. When the intervention was introduced, the planning and reflection periods 
were extended. During the activity part of each session, Nann interacted with Caleb to practice 
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the planned activities. Interactions between Nann and Caleb were not drastically different from 
baseline to intervention. Instead differences were noted in the types of activities that were chosen 
for practice. For example, in baseline, activities generally included play with tactually or visually 
interesting toys such as bells, fuzzy pom-poms, or lighted objects to work on tactual and visual 
skills. During intervention, two sessions included reading books while the last session included 
finding Easter eggs in a rice bin. These activities represented typical family routines in which the 
other children in the family also were involved. In fact, the strategies used during reading were 
integrated into the family’s bedtime routine. During the session with the Easter eggs, two of 
Caleb’s sisters joined in the play. 
Summary. The upward trend in engagement observed during baseline continued with the 
movement into intervention (see Figure 3). However, variability is evident in Nann and Caleb’s 
engagement data in intervention. Further, engagement data mirrored fidelity data during 
intervention. Specifically, when fidelity increased, parent-child engagement decreased, with 
levels higher in intervention than in baseline. Since Nann and Caleb did not complete the 
intervention phase, insufficient data are available to determine if a relation exists between the 
variables.  
Data for Olive and Doug (Dawn). In baseline, sessions included activities that Dawn 
planned ahead of time. She brought all the materials to the sessions and typically did not leave 
materials with the family. The activities focused on play that was primarily between the adults 
and Doug. Even in baseline, Olive, the mother, was actively involved and often added ideas to 
the play; however, she primarily followed Dawn’ lead. In week 7 there was no parent-child 
engagement because Doug was sick and did not engage in the activity with his mom. During 
intervention, Olive’s participation took a different form. Activities were decided during planning 
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and centered around daily routines such as mealtime and mobility (i.e., trips to the park). Olive 
led the activity and engaged Doug directly. Olive and Doug frequently laughed and smiled, 
apparently enjoying their interactions with one another. No parent-child engagement was 
observed during week 27 because Doug was sick. He laid on the couch and the session did not 
include an activity portion. This had an impact on fidelity data as well. 
Summary. Baseline shows variability in the engagement data ranging from 0% to 55.9%. 
During intervention, parent-child engagement levels were consistently higher than baseline with 
the exception of week 27 when Doug was sick. The change in parent-child engagement was 
immediate with a gradual upward trend, except for week 27. However, the overlap in data when 
baseline and intervention are compared fails to support evidence of a relation between the two 
variables. 
 Vertical analysis. There was much variability within each phase across participants with 
no consistent trends evident in the engagement data (see Figure 3). Except for week 7 for Mary 
and week 3 for Nann, levels were generally lower in baseline than in coaching. An immediacy of 
change was evident for all participants between baseline and day 1 of intervention, showing an 
increase in parent-child engagement when the Matrix Approach was implemented. However, this 
change was followed by variability that was not always consistent with fidelity data. Therefore, 
data fail to provide evidence of a relation between use of the approach and parent-child 
engagement. 
Social Validity: Value of the Matrix Approach 
Social validity data were analyzed from two sources: pre-intervention interviews and 
post-intervention interviews. From the eight transcriptions, 49 categories were identified by the 
researcher. Then the researcher and a research assistant coded the data independently. They came 
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together and reached consensus on coding using 10 of the 17 survey questions as a means to 
reduce the coding categories down to 17 broad categories. Again, the researchers independently 
coded the data and came together to reach consensus. This discussion resulted in the 
identification of three major	themes in the data: (a) role of the parent as learner and the 
professional as expert in intervention sessions before using the Matrix Approach, (b) helpfulness 
of coaching and the structure of the Matrix Approach, and (c) personal and professional growth 
as a result of using the Matrix Approach. Further, the themes were organized into the three areas 
identified as critical for defining the value of an intervention by Wolfe (1978; significance of 
goals, appropriateness of procedures, and importance of outcomes). Taken together, these data 
provide evidence to assess if parents and early intervention TVIs found the Matrix Approach 
valuable.  
 A primary goal of the study was to foster parent involvement in sessions as described by 
FCRB practices and believed appropriate for families when a child has a visual impairment 
(DEC Recommended Practices, 2014; Ely & Ostrosky, 2018; Hatton et al., 2017). Before the 
study began, two of the four EIVI providers said that they would like to find a way to increase 
parental involvement during intervention sessions. At the end of the study, all four professionals 
indicated that they felt the approach was valuable and useful to their practice by inviting the 
parent to identify goals and guide the session. Three of the four parents indicated that they would 
like their early intervention TVI to continue to use the Matrix Approach to guide future sessions. 
The child of one parent aged out of early intervention, but indicated some reservations about 
using the approach if she were to continue receiving services. A summary of these results is 
available in Table 8. A detailed description of the major themes is then described within Wolfe’s 
framework. 
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Table 8 
 
Summary of Social Validity Assessment (Pre- and Post-Intervention Interview Data) 
 
Component 
and theme Social validity Considerations 
Goals Major Theme: Role of the parent (learner) and 
professional (expert) in intervention sessions before 
using the Matrix Approach 
 
Prior to the intervention: 
• Professionals and parents saw the role of the 
professional as an expert who determined the 
direction for sessions 
• Professionals and parents felt that the role of the 
parent was to learn from the professional 
• Two of the four professionals indicated that they 
wanted help in getting the parent involved in 
sessions 
 
Procedures Major Theme: Helpfulness of coaching and the 
structure of the Matrix Approach 
 
• Professionals found the coaching helpful in 
learning to apply the approach 
• Professionals and parents found each component 
of the approach necessary for its effectiveness 
• Professionals and three of the four parents felt the 
approach was an effective way to organize a 
session 
• Abby found the reflection to be 
redundant 
• Nann felt the approach 
required too much input from 
the parent and worried that she 
was missing opportunities to 
learn from Chris 
• Nann felt the approach stifled 
collaboration 
Outcomes Major Theme: Personal and professional growth after 
using the Matrix Approach 
 
After the intervention 
Professionals  
• felt they developed a deeper understanding of 
family-centered practices 
• saw growth in parent confidence 
• felt parent follow-through increased   
• indicated that they would use/were using the 
approach with other families on their caseload 
Parents  
• felt they developed a deeper understanding of how 
to help their children 
• felt they had more control in the sessions 
• indicated that they were practicing the strategies 
more throughout the week 
• indicated that they wanted their interventionist to 
continue using all or part of the approach in their 
sessions 
• Chris did not indicate growth in 
confidence 
• Chris felt it was effective, but 
not necessary for use during 
every session 
• Lori preferred to observe Abby 
work with her daughter rather 
than lead the activity as 
suggested by the approach; 
however, she but did value the 
collaborative planning and 
reflection of the approach 
• Beth and Abby did not like the 
formality of the paperwork 
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Goals. The Matrix Approach was designed to foster parent involvement during sessions 
with their young children with visual impairments. This aligns with recommended practices for 
professionals working with very young children, specifically those practices described as FCRB. 
While, parents and professionals saw the role of the parent as learner and the professional as 
expert in intervention sessions, pre-intervention interview questions posed to professionals and 
parents provided information regarding their views on the social importance of parent 
involvement during sessions. Specifically, professionals saw the study as important and were 
motivated to participate because (a) they hoped to increase parent involvement in sessions, and 
(b) they had heard about the Matrix Approach and wanted to learn more about it. These two 
motivating factors are discussed next.  
Lack of parent involvement. Both professionals and parents indicated a lack of direct 
involvement of parents during sessions before the study began. In fact, two interventionists said 
that they were interested in learning strategies to improve parent involvement. However, parents 
and professionals seemed fairly content with the role of the early intervention TVI as an expert 
who gave information, planned sessions, and worked directly with the child while the parent 
assumed the role of learner. Further, professionals described parent input as valuable, but held 
that it was the primary role of the early intervention TVI to lead the session. For example, Abby 
explained that the role of the early intervention TVI was “working with the child and seeing what 
they can do . . . developing what they can do . . . [then] working with the parent and educating 
the parents on how to follow through and do that while I’m not there.” Mary, Ben’s mother, 
noted that her role was to “sit back, I watch and try to incorporate after [Beth] is gone. [Ben is] 
more whiny when I’m involved.” Olive had a similar description, “Well, pretty much I just try to 
observe as much as I can, because if I get too involved, Doug won’t cooperate as much.” 
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Meanwhile, Nann considered her sessions with Chris to be collaborative; yet she still described 
Chris in a lead role. She said, “I feel that we work together. . . . Like if [Caleb is] doing fine and 
engaging well with her, but . . . if he’s not participating, then I try to step in and refocus or 
redirect him.” 
Study participation. Recruitment materials described the current study as one that might 
lead to improved outcomes for parents and children. These results seemed realistic because the 
approach was designed to facilitate FCRB practices, which are believed to improve outcomes for 
children and families when a child has a visual impairment (i.e., Hatton et al., 2018). However, 
as the study progressed it became evident that the early intervention TVIs anticipated that their 
participation would provide them with an opportunity to learn about the Matrix Approach. 
Information about early versions of the approach had previously been available online and an 
article about the approach had been published in the Journal of Visual Impairments and 
Blindness (Ely, Guilifor, & Hollinshead, 2017). These resources provided each of the 
participants with a vague understanding of the Matrix Approach. Since the early intervention 
TVIs were interested in learning more about the approach and its use in their practice, they 
agreed to participate in the study as a way to learn about the Matrix Approach. Such willingness 
is a natural form of social validity and supports the functional relation of online training and 
coaching to participants’ use of the Matrix Approach.  
Procedures. Online training was valuable to professionals, yet they pointed to the 
necessary role of coaching in helping them fine-tune their ability to use the approach effectively. 
In implementing the Matrix Approach, professionals and parents indicated that they liked the 
structure it provided. Specifically, the professionals identified the planning segment as key to 
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helping them shift their practice in a way that ensured that sessions where focused on the 
priorities of the family. 
Coaching. Coaching included five components: introduction and greeting, data on 
adherence to the approach, collaborative discussion affirming practice, collaborative discussion 
of how practice could be improved, and collaborative development of goals for the next session. 
Discussions on affirming and improving practice often included viewing short clips from the 
session to help the provider visualize the concepts identified. The professionals indicated that 
they especially found the opportunity to view video clips of their sessions helpful in applying the 
approach. For example, Beth stated,  
I think the coaching was definitely very, very important. Just hearing her feedback, 
seeing those videos being played and seeing the areas and sections where certain things 
were being done or said, I mean it’s really good to just be able to pull back and see that. 
And so, her coaching was very beneficial in helping me realize what I was doing.  
 
Structure. The parents and professionals indicated that the three segments of the 
approach (i.e., planning, activity, reflection) were a valuable way to structure a session. Mary 
explained that she did not particularly like planning, but felt it was an important piece of the 
session. Abby, who worked with Lori, reported that she found the reflection portion to be 
redundant with discussion that took place during the planning and activity. Interestingly, this is 
the piece that Lori identified as important in helping her identify what she could work on 
throughout the week. Olive believed all three components were essential and felt that if one part 
were missing, the approach would be less effective. She explained that the structure of the 
approach helped her to see the steps necessary to reach an outcome. Further, it allowed her to 
identify why the outcome worked or did not work so that strategies could be revised when 
necessary. 
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Planning. Each of the professionals found planning to be key to understanding what 
parents wanted out of the session while helping parents assume a lead role in the session itself. 
For example, Beth explained that she liked that  
it was something that we decided, we planned together. We get there for that moment and 
we talk about what [Mary] wants to work on, and we talk about how to set up the 
environment and what we need to be able to do that activity. So that brainstorming that 
happens prior to it, I enjoyed that. . . . So, again, putting it on what she wants to do with 
her child versus what I think should be happening. 
 
Dawn explained that encouraging the parent to identify her needs has “given me a different 
perspective watching how I changed and seeing how the family progressed in the sense that 
Doug’s mom became so much more confident in her ability to do things with him and expressing 
an opinion.” Chris said that the planning discussion brought to light struggles that “I didn’t know 
were an issue and I wouldn’t have known if I didn’t ask [Nann] those questions.” However, these 
questions were exactly what Nann did not like about the approach. While planning was intended 
to provide shared leadership, Nann felt the approach fostered too significant a shift in control. 
She explained, “I could just see [Chris] sitting there and we’re looking at each other like . . . this 
is so not how we usually do our sessions. Usually there is free flowing conversation and 
suggestions and . . . it felt stifled.” Later she explained,  
I felt there needed to be more balance in what the session was going to look like . . . I can 
give goals, I can give things, but . . . I feel like you’re missing out, I feel like it should be 
a joint planning and it just kind of felt like it was up to the parent. [If] this was brand new 
to us, I wouldn’t have known really what to suggest for a goal. I wouldn’t have had the 
insight . . . I think that’s hard for new parents of children with visual impairments to 
come up with stuff like that on their own.  
 
Consideration for participants’ use of the planning segment of the Matrix Approach 
compared to the activity and reflection segments during each phase of the study further supports 
participants’ perspectives that they found planning valuable. Fidelity was captured by analyzing 
five behaviors measured as planning, two behaviors measured as activity, and two behaviors 
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measured as reflection (see Appendix B). Across the four study participants, data were taken 
from 22, 19, and 6 sessions in baseline, intervention, and maintenance, respectively. Therefore, 
five planning behaviors across 22 baseline sessions resulted in the possibility of 110 planning 
behaviors. Yet, data revealed only three planning behavior exhibited (2.7%; 3/110) in baseline. 
Similar calculations were completed for planning, activity, and reflection during baseline, 
intervention, and maintenance. Table 9 provides a summary of these results showing prevalence 
of the fidelity behaviors in each phase. In addition, a visual comparison of this same data is 
represented in Figure 4. This figure shows three data lines with planning data as the foremost 
line, activity in the middle, and reflection in the back. The three-dimensional format is necessary 
so that activity and reflection are both visible even though the data points are the same. Further, 
Figure 4 shows that while planning data continues to increase between baseline, intervention, 
and maintenance, activity and reflection data increase from baseline to intervention but decrease 
from intervention to maintenance. Specifically, while the behaviors were rarely displayed during 
baseline, during intervention participants displayed 90.5% (86 out of 95) of the behaviors coded 
as planning and 78.9% (30 out of 38) of the behaviors coded as activity or reflection (see Table 
9). However, during maintenance, participants displayed 96.7% (29 out of 30) of the behaviors 
coded as planning and only 41.7% (5 out of 12) of the behaviors coded as activity or reflection. 
While data are limited, this suggests that participants continued to apply the planning segment of 
the Matrix Approach as designed even if they did not continue to use the other segments of the 
approach.  
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Table 9 
Components Used in Study Phases Across Participants 
Phases 
Planning 
(n = 5) 
Activity 
(n = 2) 
Reflection 
(n = 2) 
Baseline 
(n = 22) 
2.7% 
(3/110) 
2.3% 
(1/44) 
0% 
(0/44) 
Intervention 
(n = 19) 
90.5% 
(86/95) 
78.9% 
(30/38) 
78.9% 
(30/38) 
Maintenance 
(n = 6) 
96.7% 
(29/30) 
41.7% 
(5/12) 
41.7% 
(5/12) 
 
 
Figure 4. Visual representation of components use in study phases. 
 
Outcomes. Overall, participants felt that using the Matrix Approach resulted in 
professional and personal growth. Specifically, professionals grew in their understanding of 
parent needs and how to identify those needs with the families that they served. Parents gained 
confidence as they learned to identify their own priorities, work with their child to accomplish 
those goals, and advocate for their needs and the needs of their child. These changes describe 
growth toward family-centered intervention practices.  
Another outcome of the approach appeared to be parent follow-through. Parent 
confidence and skills are primary precipitators of follow-through (Hatton et al., 2002; Pletcher & 
Younggren, 2013). In addition, the structure of sessions that clearly identified strategies and how 
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those could be implemented helped draw parents’ attention to how they could embed strategies 
into daily routines. Finally, when asked about continuation, parents and professionals indicated a 
desire to use the approach even after the study was over. Even Nann, the parent who expressed 
caution over use of the approach because she felt it gave parents too much responsibility, 
suggested it might be useful to encourage parent involvement if a parent were not actively 
engaged. Further, several parents and professionals described ways that they would alter the 
approach to meet their individual needs. However, in general, they found the approach 
beneficial.  
Family-centered. The professionals reflected on their own personal growth as a result of 
using the Matrix Approach. Specifically, they indicated a deeper understanding and awareness of 
family priorities. Chris attributed this to asking questions about goals during planning. Beth 
explained that it caused her to take a “step back and observe and listen” because sometimes “you 
forget that you’re there to support the family and help them grow and learn and it’s not you 
doing the job but you have to listen to what they really want instead of assuming or thinking this 
is what they want and this is what we need to work on.” Dawn described the growth in herself 
and in the family,  
And I think throughout this study I’ve realized that I need to value the input and opinions 
of my families more . . . [to] talk to them to figure out what their genuine needs are and to 
help them formulate and identify what those needs are and really help them come up with 
a plan. . . . I think a lot of Doug’s progress was largely due to helping Mom to realize 
what resources she already has. . . . And then taking all those things and building up her 
knowledge and confidence to then take what was already readily available to her and find 
new and creative ways to use it. 
 
The parents echoed this sentiment as they described their own growth as a result of the 
approach. Mary described the change,  
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Beth guid[ed] me on what to do and what’s going to be best for him. So, I guess it helped 
me better understand my son and what is going to help him and the things that I can do to 
help him in a manner of him actually understanding and doing things for yourself. 
 
Lori also explained that using the approach resulted in her better understanding the needs of her 
daughter. Olive felt that the approach helped her support her son on a daily basis. She said that 
her confidence grew as she gained more skills and experiences in working with her son on her 
own. Similarly, several of the professionals spoke about the growth in parent confidence in 
working with their children and advocating for their own needs. 
Follow-through. Olive explained that when the structure of sessions provided a clear 
understanding of how to use the strategies, she found more opportunities to use them. Since she 
was seeing significant progress, she was motivated to continue to use the strategies during daily 
routines. Lori shared similar experiences explaining that specific strategies could be practiced 
throughout the week and her daughter’s progress encouraged her to continue implementing them. 
Mary explained that,  
during the reflection period at the end of the session we would sit down and talk about . . 
. things that we could . . . incorporate into our . . . week to try to help him out for the next 
session . . . so we use the strategies that we learn during therapy every day. 
 
Dawn echoed Olive’s perspective describing the value of parent-identified goals along 
with a clear outline of strategies to accomplish those goals. Abby attributed increases in follow-
through to Lori, “having the confidence to realize that she could figure something out on her own 
or knowing which things to think about rather than relying on [Abby] to decide what we should 
be working on.” Beth also recognized the increased follow-through and attributed it to the fact 
that the goals were  
things that Mary wanted support on. She was the one deciding, ‘this is what I want to 
work on, what I want to do with Ben.’ . . . she took ownership, she was being responsible, 
and she was, again, taking that and running with it. 
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Continued use. When asked about continued use of the approach, all participants 
indicated value in its use, although several suggestions for adaptations were given. Abby and 
Beth both felt that the approach could be used effectively without the paperwork; while Dawn 
found the paperwork helpful in guiding her practice and left it for the family to use throughout 
the week. Chris found value in the approach, but preferred to use it occasionally as a planning 
tool rather than as a guide for weekly sessions. Nann found the approach to be too parent-driven. 
Similarly, Lori liked the planning and reflection parts of the Matrix Approach, but preferred that 
Abby directly work with Alia during the activity segment as she felt that this allowed her to 
observe and learn how to accomplish strategies more effectively. In fact, maintenance data 
showed that Abby did return to directly working with Alia; however, Lori was observed to be 
verbally involved and closer in proximity during the maintenance activities than she had been in 
baseline. Conversely, Dawn, Mary, and Olive reported valuing the approach as designed and did 
not indicate a desire to see it altered.  
All four of the professionals indicated that they would likely use the approach with other 
families on their caseload. When asked what factors would influence their decision to use the 
approach or not, they all indicated that it would be easier to begin with new families rather than 
existing families where patterns of interaction have already been established. They also noted the 
difficulty in using the approach in co-treat sessions. However, Dawn did find benefits in using 
the approach during co-treat sessions, explaining that it helped to develop continuity among the 
members of the team and the goals being worked on, while also giving the mother a voice. Abby 
explained that the approach would likely work well with families who were eager to be involved 
or those who needed encouragement to be more engaged. Chris felt it might be difficult to use 
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with families of children who only had vision loss if the parents had “no concerns” about their 
daily routines.  
Conclusion. Pre- and post-intervention interviews provided positive participant 
perspectives and insights into the social validity of the study. At the beginning of the study, 
professionals and parents held similar beliefs about their expected role in an early intervention 
session. While the parents were satisfied with the services and expertise provided by the 
professionals, some of the professionals desired more involvement from parents. Further, the 
four professionals were interested in learning about the approach being studied. Following 
intervention, most of the parents and professionals saw value in the application of the approach 
to their sessions. One parent, Nann, did not like the way that the approach altered the sessions. 
All of the professionals found the online training and coaching to be helpful in learning to apply 
the approach in practice. At the conclusion of the study, three of the four parents and all of the 
professionals saw growth toward FCRB practices. They saw this growth and the use of the 
Matrix Approach as key to applying the strategies more frequently throughout the week during 
family routines. Further, participants saw value in continued use of the Matrix Approach, or an 
adapted form of it, in future sessions. A summary of the pre- and post-intervention interview data 
are found in Appendix H. 
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Chapter V 
Discussion 
 The purpose of this single case multiple-probe research study was to evaluate the 
effectiveness of the Matrix Approach with early intervention TVIs. The approach was designed 
to foster the use of FCRB practices. Previous studies have shown FCRB practices to be 
underutilized among early intervention TVIs, yet they are considered appropriate and 
recommended for families when a child has a visual impairment (Chen, 2007; DEC 
Recommended Practices, 2014; Ely & Ostrosky, 2018; Hatton et al., 2002; Hatton et al., 2017). 
Further, due to the low incidence of visual impairments in very young children, and the resulting 
remote geographic proximity of early intervention TVIs to one another, it was essential that 
training and coaching on the approach be available using an online platform. The successful use 
of online technologies was deemed essential for feasibility and sustainability. In this chapter, 
conclusions are drawn in light of the research questions. Then, limitations of the study and 
implications for research and practice are discussed. 
Conclusions 
Several issues are worthy of consideration in light of the study results. Five issues that 
emerged from the data are described in detail in this section including: online training and 
coaching, changing practice, specialized skills and parent competence, interdisciplinary teaming, 
and required vs. recommended practices. 
Online training and coaching. A recent study showed that early intervention TVIs felt 
ill-prepared by their personnel preparation programs to serve families of infants and toddlers 
with visual impairments (Ely & Ostrosky, 2017). Others have acknowledged this issue with 
suggested pre-service solutions including more emphasis on content related to infants and 
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toddlers with visual impairments within existing curricula or adding early childhood courses into 
program sequence requirements for TVIs (Anthony, 2014; Dote-Kwan, Chen, & Hughes, 2001). 
In-service opportunities have been developed (Chen, Klein, & Minor, 2009; Morgan, 1995), with 
one program, Visually Impaired InService in America (VIISA), developed in 1995 as a multi-day 
workshop. Ely and Ostrosky (2017) found that VIISA is still widely used by early intervention 
TVIs, despite being almost 25 years old.  
However, online training platforms have become prevalent both in the field of early 
childhood and in the field of vision (Bruder, Mogro-Wilson, Stayton, & Dietrich, 2009; Ely & 
Ostrosky, 2017). For example, in the field of visual impairments, the American Foundation for 
the Blind (AFB) and the Perkins School for the Blind (Perkins) have attempted to reach a 
national audience with eLearning options; it is likely that states have done the same with a local 
emphasis. However, while Ely and Ostrosky (2017) found that many early intervention TVIs 
report using online resources such as websites for professional development, few used the 
eLearning options available from AFB or Perkins. This could be because eLearning modules, 
when used in isolation, lack the ongoing reflective feedback that results in changes in practice 
(Bruder Dunst, Wilson, & Stayton, 2013; Dunst & Raab, 2010; Dunst, Trivette, & Deal, 2011). If 
so, shorter online trainings paired with online coaching may prove a preferred option for early 
intervention TVIs, as suggested by participants in the current study.  
Further, the current study corroborates findings from previous research showing the value 
of recording sessions to inform coaching (Campbell & Sawyer, 2009, 2007; Marturana & 
Woods, 2012; Oborn & Johnson, 2015). While one might assume that video recording could 
interfere with the intimacy of home-based sessions, observations revealed that this was not the 
case. Further, online data storage platforms made it easy to share recordings between 
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interventionists and the coach. Finally, as suggested in the literature (Marturana & Woods, 
2012), using video clips to guide reflective feedback during coaching appears to have been a 
critical piece for changing the practice of early intervention TVIs in the current study. Given that 
early intervention is provided in home-based settings and early intervention TVIs can be 
geographically isolated from one another, direct observation is impractical for the purposes of 
coaching. However, the opportunity to record sessions and share these recordings for use during 
online coaching could address these potential obstacles. 
Another important piece of information learned from the current study is the value of 
online coaching even when the individuals do not know one another. Often research related to 
coaching involves individuals who work together. In fact, a trusting and respectful relationship 
was found to be a key factor in successful coaching (Knoche, Kuhn, & Eum, 2013; Snyder, 
Hemmeter, & Fox, 2015). However, in the current study, the researcher did not have a prior 
relationship with three of the four early intervention TVIs. Yet, all four professionals commented 
on the importance of coaching to their learning and changes in practice. This provides additional 
evidence to the literature that online platforms could prove beneficial for long-distance coaching.  
Changing practice. Espe-Sherwindt (2008) identified foundations of FCRB practices, 
two of which include parent choice and collaboration between the parent and professional. Yet, 
research suggests that many early intervention TVIs may not exhibit FCRB behaviors in practice 
(Chen et al., 2007; Murphy, Hatton, & Erickson, 2008). This lack of implementation is similar 
across early intervention professionals from various disciplines (Espe-Sherwindt, 2008), and was 
noted in the practice of participants in the current study. Nelson, Lindeman, and Stroup-Rentier 
(2011) found that even when early interventionists agreed that recommended practices were 
important, they reported a need for support in how to put them into practice.  
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Espe-Sherwindt (2008) described a continuum in family-centered practice models 
including: professional-centered, family-allied, family-focused, and family-centered. The family-
allied or family-focused models seem most descriptive of services observed in the current study. 
In a family-allied model, professionals view parents as capable of implementing interventions 
yet the professional maintains control over identification of intervention needs. In a family-
focused model the professional provides options to the parents, and the parent chooses from the 
options provided. In contrast, in a family-centered model, intervention is individualized to meet 
family-identified needs while supporting families as ultimate decision-makers (Espe-Sherwindt, 
2008).  
Transition to a FCRB is subtle and requires that professionals and families work together 
to identify needs and find solutions to meet family priorities. In the current study, the Matrix 
Approach provided a structure that appeared to facilitate this shift in practice. From the 
beginning of each session, the collaboration in planning drew the parent in and allowed the 
parent to partner with the professional in a genuine way. In fact, collaborative planning was 
likely an important component of the approach that contributed to positive family outcomes. As 
professionals listened to parental concerns and valued their insights as the compass for services, 
parents began to value their own thoughts and concerns. It is possible that the planning 
component of the approach may build skills in parents for identifying issues and problem-solving 
solutions which could last well beyond the time that they receive early intervention services.  
Specialized skills and parent competence. As mentioned earlier, the need to build 
confidence and competence in parents with children who have visual impairments has been 
highlighted in the literature (Chen et al., 2007; Hatton et al., 2002; Hatton et al., 2017; Smyth et 
al., 2014); however, most studies have focused on teaching parents specialized skills as a means 
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to build this competence and confidence (Chen et al, 2007; Lappin & Kretschmer, 2005; Metell, 
2015). In the current study, parents took the lead in offering original ideas and solutions during 
collaborative planning rather than being the recipient of ideas from “experts.” It seems that these 
discussions between parents and professionals may have been a catalyst for building parental 
confidence and helping them develop specialized skills. Therefore, in pursuit of positive family 
outcomes, it could be that the development of confidence and problem-solving skills are of equal 
value to the development of specialized skills. 
Further, collaborative planning encouraged parents and providers to clearly identify what 
they were attempting to accomplish in a given activity, which appeared to reduce stress and build 
parent confidence. For example, one parent identified mealtime as problematic. But, when the 
task was broken down, she was able to celebrate progress as her son touched food, then accepted 
it on his lips, and then began to taste it. This also fostered collaborative discussions between the 
early intervention TVI and the parent as they brainstormed strategies to reach small goals. In 
fact, in a white paper on using family-centered practices when families have young children with 
visual impairments, Hatton et al. (2017) stressed the importance of collaborative sharing during 
intervention sessions. In the current study this collaboration fostered confidence in parents as 
they took the lead during activities and within their daily routines after sessions.  
Previous research has focused on teaching parents specialized skills focused on 
communication, massage, music, and mealtime (Chen et al., 2007, Lappin & Kretschmer, 2005; 
Metell, 2015; Smyth et al., 2014). The current study extends the literature by providing a general 
framework through the Matrix Approach that can be applied to many children with visual 
impairments across goals and routines. Specifically, the Matrix Approach prioritizes how 
intervention is provided rather than the specialized skills that parents need to learn. In fact, 
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findings from the current study suggest that targeting the how results in parent competence, 
which could lead to an increase in specialized skills. It is likely that instruction in specialized 
skills is a natural outcome when collaboration and parent confidence and competence are 
fostered during sessions. 
Interdisciplinary teaming. The importance of teaming is widely accepted as a necessary 
component of successful special education services. Likewise, interdisciplinary teaming is 
essential for routine-based intervention within natural environments, for skills learned within 
routines cross many developmental domains. In the current study, as the Matrix Approach was 
employed, sessions began to be driven by routines; consequently, the need for teaming became 
increasingly apparent. Yet, interventionists are likely to need support in learning to team in a 
manner that maintains family-centered ideals (Nelson et al., 2011). All four early intervention 
TVIs in the current study engaged in co-treat sessions with other professionals and their target 
family. While data from these sessions were not used in the current study, they did provide the 
researcher with opportunities to observe teaming. It is believed that the Matrix Approach could 
be used to support professionals in such settings. However, only Dawn commented on the 
usefulness of the Matrix Approach when working with other professionals. In almost all of these 
co-treat sessions, parent participation appeared to decrease because the professionals tended to 
collaborate with one another. Yet, after some trial and error, Dawn was successful in using the 
Matrix Approach to help the mother actively participate in collaborative discussions with the 
team. In fact, in one session the mother indicated her desire to work on a specific priority and 
asked specific questions to engage the group in collaborative problem-solving to find strategies 
that might achieve her priorities. This collaboration continued throughout the session and ended 
with a group plan for future work. This session was in stark contrast to previous sessions in 
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which the mother passively observed while the professionals worked with her child and talked 
amongst themselves only referring to her with occasional questions about her child. This 
example shows the value of interdisciplinary teaming in a manner that supports FCRB, 
specifically, a model in which parents play a lead role in session planning and decision making. 
However, there appears to be a distinction between professionals’ skills at implementing FCRB 
practices during single and co-treat sessions. Therefore, while interdisciplinary teaming is an 
important component to routine-base services; professionals are likely to need support in 
learning how to collaborate in a way that maintains FCRB practices when multiple professionals 
are present in a session. 
Required vs recommended practices. At the end of the current study, some parents 
indicated that they did not want to continue to actively engage with their child during the 
intervention to the extent that was expected using the Matrix Approach. Instead, they preferred to 
watch and learn as the early intervention TVI actively worked with their child during sessions. 
This insight raises a philosophical question about early intervention services. If FCRB practices 
are foundational to early childhood special education recommended practices, and if such 
practices are defined by collaborative engagement between parents and their children, then this 
has implications for the extent to which FCRB practices are required as a service delivery model. 
Such a discussion seems reasonable given that early intervention involves federally funding 
through participating states and that the Individuals with Disabilities Education Act (IDEA) 
defines the services eligible for funding (2004). However, this author suggests that if FCRB 
practices are interpreted as a requirement rather than a recommendation in early intervention 
service delivery, then, in essence we may risk limiting parent choice.  
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There is precedence for such discussion of required versus recommended practices. In a 
special issue on Framing the Future in the journal Remedial and Special Education, McWilliam 
(2015) suggested that early intervention has progressed in its understanding and implementation 
of services within natural environments and poses the logical next steps as focusing on the 
quality of parent-child interactions within those natural, family-centered services. However, 
recent history has taught us to be cautious regarding policy changes that benefit the larger field 
of early intervention, as these changes do not always meet the unique needs of low incidence 
populations like children with visual impairments. For example, the provision of services in 
natural environments are widely accepted in the early intervention literature (DEC, 2014, 
McWilliam, 2015); however, its benefits are debated in the visual impairment literature (Bishop, 
2006; Chen, 1999, 2007; Hatlen, 2004; Hatton et al., 2002; Jacko, Mayros, Brady-Simmons, 
Chica, & Moore, 2013; Richert, 2007). Some have stressed the unique learning and development 
of children when they have visual impairments (Bernais-Pierce & Miller, 2009; Hatlen, 2004; 
Hatton et al., 2002). As a result of these differences, they argue for the benefits of center-based 
programs that allow parents to gather and learn from one another (Bernais-Pierce & Miller, 
2009; Jacko et al., 2013; Richert, 2007). Further, such group gatherings alleviate feelings of 
isolation and stress for parents while allowing children to develop social skills alongside peers 
who rely on their auditory and tactual senses to navigate the complexities of social interactions 
(Bernais-Pierce & Miller, 2009; Jacko et al., 2013; Richert, 2007; Troester, 2001). Yet, the 
federal law identifies the natural environment as the preferred environment for early intervention 
services (IDEA, 2004). This is understood to include daily routines in which families would 
typically engage within environments that families would typically frequent. While the law 
allows for justification of disability specific services, some states have interpreted natural 
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environment in such a way that has not included center-based programs as fundable service 
options (Bernais-Pierce & Miller, 2009). As a result, many center-based programs for children 
with visual impairments have closed or shifted to home-base models (Bishop, 2006; Ferrell, 
2011; Richert, 2007). With the increased burden of justification and the closing of center-based 
programs, the continuum of services has decreased for families of children with visual 
impairments thereby limiting family choice. In fact, in her book Mini-Steps and Milestones: A 
History of Services for Young Children Who Are Blind or Visually Impaired, Bishop (2006) 
laments this shift away from center-based programs on the continuum of service options as one 
of the four areas of error in our history of services to families when their young children have 
visual impairments.  
This example of the practical outcome for families of children with visual impairments 
when the field shifted its interpretation of natural environments can inform the current discussion 
regarding the use of FCRB practices as a recommended practice. Specifically, it is important to 
consider how to balance family choice with recommendations regarding the use of FCRB 
practices. It is commonly accepted that the goal in early intervention is to foster active 
involvement by parents during sessions (McWilliam, 2015). However, little research has been 
conducted to evaluate whether parents actually desire this outcome. In fact, in the current study 
two of the parents (Lori and Nann) specifically indicated their desire not to be as actively 
engaged as was being asked when using the Matrix Approach. A third parent (Mary) suggested 
that she did not prefer her increased level of involvement when using the Matrix Approach; 
nonetheless, she saw the value and thought it should be continued. It could be that a clearer 
explanation and justification for parent involvement expectations in the current study would have 
altered these parents’ perspectives. Yet, from a federal fiscal standpoint, some may argue that 
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services that do not require FCRB practices are irresponsible. In fact, the literature shows that 
consistent parent follow through is important for child and family outcomes (Dunst et al., 2007). 
Further, the current study supports the literature showing that FCRB practices promote parent 
follow through (DEC, 2014; Dunst et al., 2007; McWilliam, 2012; Pletcher & Younggren, 2013; 
Smyth et al., 2014). At the same time, implementation of FCRB practices must match family 
capacity. For example, parents’ ability to make decisions and lead may change due to 
experience, confidence, or a variety of other factors. Therefore, it seems necessary to continually 
evaluate family needs as FCRB practice decisions are made. Given that early intervention is 
designed to support parents while maintaining their ultimate autonomy and control over the 
services provided, we may need to consider whether parents’ desire for increased engagement 
during sessions is a reasonable professional assumption in early intervention services. However, 
the complexities of this issue should be considered when making policy decisions regarding the 
level of parent-involvement that is required for an acceptable, funded, service delivery model. 
The current study adds to the literature while providing insight into early intervention 
services provided to families when children have visual impairments. These findings spur 
consideration for next steps in the research with this population of professionals, children, and 
families.   
What Works Clearinghouse Standards 
Research standards as identified by the Institute of Education Sciences’ (IES) What 
Works Clearinghouse (WWC) are important guidelines for both developers and consumers of 
researcher. Therefore, efforts were made to design and implement the current study based on the 
standards as outlined in the WWC Standards Handbook Version 4.0 (IES, 2017). Described next 
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is a critique of this study against the pilot standards for single-case design (SCD), including both 
study design and determination of causal effect. 
Three criteria are used to determine if the study design meets the WWC standards 
including: (a) manipulation of the independent variables, (b) demonstration of the intervention 
effect, and (c) evidence of IOA. In the current study, the independent variables (i.e. online 
training and coaching) were systematically manipulated to ensure that each was applied with 
fidelity at the appropriate time. In addition, more than three attempts were made to demonstrate 
an intervention effect at three different points in time. Five data points were gathered in each 
phase for three of the participants. Finally, IOA was collected for more than 20% of the data 
points in each phase. However, based on WWC standards, minimum thresholds for IOA are 
80%. This criterion was not met, as the IOA on the dependent variable, Fidelity to the Approach, 
was 75% for Chris and Nann. Therefore, the study design can only be said to Meet WWC Pilot 
SCD Standards With Reservations (2017).  
Six features must be assessed during data analysis to determine if the study demonstrates 
a causal relation between the independent and dependent variables. These six features include 
level, trend, and variability within each phase with examination across phases also including 
consideration for immediacy of effect, overlap, and consistency of data. Further, an effect must 
be demonstrated at three different points in time. In the current study, data analyses included 
these features and an effect was demonstrated for the primary dependent variable at three 
different points in time with one demonstration of a non-effect (i.e., Dawn), when immediacy 
was not realized. Therefore, based on WWC Pilot SCD Standards, the data from the current 
study shows Moderate Evidence of a basic effect. 
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The researcher made every effort to design and implement the study according to 
acceptable research standards. Based on the data, this study is believed to Meet WWC Pilot SCD 
Standards With Reservations providing Moderate Evidence of a Causal Relation between the 
independent (i.e., online training and coaching) and primary dependent variable (i.e., Fidelity to 
the Matrix Approach). 
Study Limitations 
 Limitations need to be acknowledged regarding this study. First, in post-intervention 
interviews it became apparent that all the interventionists had previous knowledge of early 
iterations of the Matrix Approach prior to the beginning of the study. It should be noted that 
early iterations of the approach were not as comprehensive as the version used in this study; 
specifically, previous versions included helping parents identify priority goals and routines 
without focusing on parent-child interactions during the activity or reflection following the 
activity. While baseline data showed that participants were not routinely using the Matrix 
Approach in practice, Beth did use it in baseline. Further, it is unclear how this prior knowledge 
impacted the professionals’ view of the effectiveness of the online training or how quickly they 
grasped the approach given earlier exposure. For example, if they did not have prior knowledge 
of the approach, they may not have found the online training as easy to understand. Also, 
immediate implementation of the approach may not have been realized if participants had not 
already possessed some basic knowledge of the approach.  
 Second, the collaboration measure was not sensitive enough to capture changes in parent-
professional relationships that seemed to occur between baseline and intervention. While slight 
differences were captured, qualitative data suggest that the detailed collaborative change was not 
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evident through the measure used. Therefore, the changes that were described as occurring in 
parent-professional relationships do not appear as robust as they might have actually been.  
Third, fidelity to the Matrix Approach was divided into nine steps with five components 
in planning and only two components in engagement and reflection. This imbalance created 
difficulty in interpreting data. This should be addressed in the design of future studies involving 
the Matrix Approach.    
 Finally, there were several incidents that impacted data collection. For example, Lori had 
a baby two-weeks after intervention began. Also, the New Year’s holiday resulted in a two-week 
period in which none of the study participants collected data. Additionally, the team with which 
Dawn was working decided to switch to a co-treat model just before intervention was to begin. 
This resulted in several weeks of unusable data and postponed the start of intervention for 
several months. Finally, Nann was very different than the other families in that she was not in the 
same state, and she was a mother with several children who had been served by her early 
intervention TVI for many years. Further, she left the study before completing intervention due 
to medical issues. While issues such as these occur in applied research, they impact the validity 
of the data and should be considered as the results are interpreted. 
Implications for Research and Practice 
 The current study provides direction for research and practice. Future possibilities are 
discussed in the following section pertaining to topics including collaboration, co-treat sessions, 
coaching verses communities of practice, online training and coaching. Specifically, suggestions 
are made for recoding collaboration data from the current study to better understand differences 
that were evident between qualitative and quantitative data. In addition, using the Matrix 
Approach in co-treat sessions could prove beneficial for practitioners. Research to investigate 
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this possibility is discussed. If communities of practice are as beneficial as coaching in impacting 
practice, this approach may be more easily sustained within the community of early intervention 
TVIs. Further, the success of online training and coaching in the current study suggests a viable 
avenue for instruction that could be used in pre- and in-service training for coaching, training, 
and workforce development. Each of these topics are described in detail. 
 Collaboration. As previously mentioned, the measure used to code collaboration on the 
video recording did not capture qualitative differences observed in parent-professional 
interactions between baseline and intervention. However, given the positive feedback from the 
study participants, changes to their collaboration appeared to be beneficial to both parents and 
professionals. Professionals claimed to have a better understanding of parent and family needs 
while families said they had a better understanding of how to work with their children. 
Competence and follow-through seemed to be related to these interactions as well. Recoding 
these data might help capture these changes in parent-professional collaboration. Specifically, 
not only did it appear that the time spent in collaborative planning changed considerably between 
baseline and intervention, but professionals and parents specifically highlighted the benefits of 
this component of the Matrix Approaching. It is possible that recoding these data in a way that 
concentrates on the shift in collaboration during planning could provide insight into changes in 
practice. For example, it is possible that professionals asked more questions and made fewer 
direct statements when comparing data from planning. It also is possible that parents provided 
more original ideas and solutions to struggles during planning discussions. This information 
could prove beneficial in helping to explain the current misalignment between the quantitative 
and qualitative data.     
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 Co-treat sessions. In the current study, no efforts were made to apply the Matrix 
Approach in co-treat sessions. This decision was made to control variables and provide a 
stronger study design by focusing on efficacy of the approach in one context. However, co-treat 
sessions are a common occurrence in early intervention (Coufal & Woods, 2018). In fact, Dawn 
reported using the Matrix Approach during several co-treat sessions. While these data were not 
coded for the current study, Dawn’ experience allowed the researcher to consider the potential 
application of the approach in such a scenario. Given the transdisciplinary nature of the early 
intervention system (Coufal & Woods, 2018), future research should expand the use of the 
Matrix Approach to co-treat sessions to investigate its efficacy within the context of teams. 
However, pursuit of this research will require consideration of measures used. For example, in 
the current study, collaboration was coded when the interventionist provided the parent with 
specific types of information. In a session with more than one professional, it is likely that one 
interventionist will provide more information than another. In addition, decisions would need to 
be made about whether collaboration between professionals should be coded. If the ultimate goal 
of early intervention is to increase parent competence, then consideration must be given to 
whether collaboration between therapists is as valuable as collaboration between a professional 
and parent. In watching video from co-treat sessions submitted by participants from the current 
study, professionals talked to one another rather than the parent a considerable amount of time. 
In addition, these videos showed significantly less involvement between the parent and child 
than when only one professional was present. These factors could impact engagement data. 
However, it also could be that use of the Matrix Approach would help foster more parent 
engagement even if multiple professionals were present during a home-based session. In fact, 
this outcome was observed regarding parent-child engagement during one of Dawn’ co-treat 
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session. Dawn used the planning portion of the approach to help the mother take a leadership 
role in problem-solving. When they entered into the activity segment of the session, Dawn 
stressed the importance of having the mother try the strategies with her son so that she would be 
skilled at the strategies and could use them between sessions. It appeared that the active role that 
the mother played in planning helped foster a natural leadership role in the activity as well. 
While data was not formally coded during this session, it appeared that parent-child engagement 
was high during the activity segment of this session. Investigating the use of the Matrix 
Approach in co-treat session could prove valuable. 
 Coaching versus Communities of Practice. While the current study provided evidence 
that the approach had beneficial outcomes, the data were variable. Further, maintenance data and 
qualitative data suggest that interventionists tended to adapt the approach to meet the unique 
needs of families. Given the current study design, professionals were supported in maintaining 
fidelity to the approach during intervention via online coaching by the researcher. However, 
communities of practice (CoP) hold potential as another method to help professionals learn to 
use the Matrix Approach. In fact, recent studies have shown the CoP model to be an excellent 
framework for sharing knowledge (Flint, Zisook, & Fisher, 2011), empowering teachers 
(Takahashi, 2011), and making significant changes in practice (Mitchell, 2013; Niesz, 2010). 
CoPs typically involve peers with a common interest who come together (often through the use 
of technology) to share experiences as they work to make changes in their practice (Omidvar & 
Kislov, 2014). While CoPs often include groups of professionals who can support one another, 
coaching is typically a one-on-one, mentor-type relationship. Since CoP and coaching have both 
shown promise using technology as a means to foster change in practice, and since early 
intervention TVIs are often geographically remote from one another, it might be useful to design 
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future studies to compare the use of CoPs with coaching in helping support professionals learn to 
use the Matrix Approach.  
Online training and coaching. As previously mentioned, additional research is needed 
to determine how to effectively train professionals on the Matrix Approach in a manner that is 
sustainable. If desirable outcomes can be achieved and maintained, the potential exists for more 
extensive training across the small field of early intervention TVIs. Research has shown that 
early intervention TVIs seek training related to early intervention and visual impairments beyond 
their university program (Ely and Ostrosky, 2017; Morgan, 1995). Further, this training may be 
essential to adequately prepare them to work in early intervention (Anthony, 2014; Ely and 
Ostrosky, 2017). Therefore, the development of new and easily accessible training materials is 
needed by the field.  
The current study provides evidence that online training may be effective for training on 
the Matrix Approach. An online website for early intervention TVIs already exists and could be 
used to house additional online training. In fact, early iterations of the approach with limited 
information are already available on this website, and given the awareness that professionals in 
the current study had of the approach, the site appears to be readily accessed by early 
intervention TVIs. However, in-depth training modules on the Matrix Approach could be a first 
step in the development of a more comprehensive online training for early intervention TVIs. 
Such work has the potential to improve services to families of young children with visual 
impairments while providing much-needed training to professionals.  
The Matrix Approach was originally designed for use in a personnel preparation program 
as a means to promote the use of FCRB practices during home-based services provided by early 
intervention TVIs. This study provides empirical evidence that professionals can apply the 
	 113 
approach with fidelity given training and coaching. Further, there is evidence that these practices 
adhere to FCRB principles and it is likely that training would be an effective means to teach 
FCRB practices in personnel training programs. However, in the current study, professionals 
were all practicing early intervention TVIs, therefore further research is needed to investigate the 
efficacy of the approach with students in preservice programs.  
The current study also provides evidence for the potential effectiveness of video sessions 
with online coaching for use in supervising and coaching individuals from a distance. As noted 
by Artmann-Meeker et al. (2015) essential components of coaching include: partnership, action 
planning, focused observation, reflection and feedback, and practice. Further, the current study 
confirmed the work of Marturana and Woods (2012) who used an online format to incorporate 
these components into coaching. Use of online coaching opens possibilities for effective distance 
education models that could incorporate remote, supervised practicum components. Specifically, 
content learned in the classroom could be applied with families in home-based settings with 
supervision through online coaching. This model has application to both pre-service and in-
service education. 
While technical issues could be a potential hindrance to online coaching, this did not 
prove to be the case in the present study. However, lessons were learned that can inform the 
future use of technology for this purpose. First, the technology can be set up for automatic 
recording and uploading to reduce technical issues. Before being sent to the participants, each 
tablet was preloaded with an app that was set up to collect video data on the secure online 
platform. When the professionals brought the tablets into their offices or homes where wifi was 
available, the videos automatically uploaded. The tablet could also be used for video 
conferencing (i.e., during coaching) for participants who did not have cameras on their 
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computers. Second, teachers need to practice using the technology in the actual home 
environment before video can be taken for use in coaching. Most of the technical problems 
occurred with the recordings themselves. For example, sometimes the tablet was placed near a 
sound source such as a TV or radio which made it difficult to hear the discussion during the 
session. At other times the tablet was placed sideways or fell over during video recording. The 
participants were given tripods, but these were found to be cumbersome and difficult to use 
within the small confines of a home. In fact, only one participant used the tripod, while the others 
found it easier to set the tablet up without the tripod. These minor technical issues were 
overcome with practice. The ease by which technology was used to support online coaching 
further highlights the use of these tools in pre-service or in-service practicum experiences; 
however, steps can be taken to ensure the seamless integration of the equipment into the home 
environment for recording early intervention sessions and coaching after these sessions. 
 The results from this research study suggest that early intervention TVIs could benefit 
from an approach that guides them in the application of FCRB practices during home visits with 
families that include infants and toddlers with visual impairments. Further, benefits to parents 
seem to be immediate as most of the participants talked about increased competence and follow-
through as their early intervention TVI began implementing the Matrix Approach. While the 
approach may need to be altered to meet individual needs, its use appears to have the potential to 
positively impact professionals, parents, and very children with visual impairments.   
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Appendix B 
Matrix Approach Checklist 
 
Phase 1 PLANNING 
_____  Goals on Matrix 
_____  Routines on Matrix 
_____  Problem-solve 
Activities 
_____  Choose Activity 
_____  Set Up the Environment 
 
Phase 2 ENGAGEMENT 
_____  Parent Begins the 
Activity (30 seconds) 
_____  early intervention TVI 
Support 
 
 
 
Phase 3 REFLECTION 
_____  Session Reflection 
_____  Extension 
 
 
 
Detailed description of each step within the three phases is provided below:  
 
Phase 1 Planning 
1. Goals on Matrix – Identify or review the family’s preferred target outcomes (what they would 
like to work on) and add to left column of matrix on worksheet. This must include 1) 
asking the parent what they would like to work on during the session or asking if 
they would like to continue to work on previously identified outcomes and 2) writing 
at least one suggestion down or referring to at least one previously written outcome. 
If the parent struggles to identify outcomes the interventionist can provide suggestions. 
The parent must indicate that the identified outcomes are what they would like to work 
on by agreeing with the suggestions from the interventionist or making their own 
suggestions. 
2. Routines on Matrix – The parent and interventionist will identify or review the family’s 
preferred target routines and add to top row of matrix on worksheet. This must include 1) 
asking the parent what routines they would like to work on during the session or 
asking if they would like to continue to work on previously identified routines and 2) 
writing at least one routine down or referring to at least one previously identified 
routine as written. If the parent struggles to identify routines the interventionist can 
provide suggestions. The parent must indicate that the identified routines are what they 
would like to work on by agreeing with the suggestions from the interventionist or 
making their own suggestions. 
 
Steps 1 and 2 must be observed first (in any order);  
but before credit for the remaining checklist items can be considered. 
 
3. Problem-Solve Activities – The parent and interventionist will identify or review activities and 
specifics related to what will be done to practice and build skills toward the outcome 
within the given routine. This must include 1) asking for parent input, 2) description 
of at least one specific activity including visual needs and how it will be done and 3) 
writing at least one activity down or referring to at least one previously identified 
activity as written. Detail is preferred. The discussion should include enough specific 
information that it is clear how the activity will be performed and with what visual 
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supports. For example, if visual search is desired and will be practiced during mealtime, 
the activity might be described as placement of 3-5 bite-sized pieces of a banana scattered 
in the left and right field on a dark placemat. The child will be encouraged to search the 
field first with verbal prompts and then with pointing. Wait time will be given to 
encourage looking. The child will be set in his highchair with the light from the door 
behind him to avoid glare.  
 
 
4. Choose Activity – Parent will choose one activity from the matrix to practice during the 
session. This must include 1) asking parents what activity they would like to work on 
in the current session and 2) reference to the written notes of the outcomes, routines, 
and activity as written. No credit is given if the interventionist simply tells the parent 
what they are going to do in the session. This must be offered as a choice. 
5. Set up the Environment – Parents and early intervention TVIs choose an environment for the 
activity to take place. They gather needed materials and prepare the space being mindful 
of the child’s visual needs such as lighting and contrast. This must include 1) asking for 
parent input on setting up the environment and 2) use of materials from the family 
home or materials provided by the interventionist that will remain in the family 
home after the session so that follow-through is possible. (Note: The interventionist 
will be asked to fill out a form describing materials used during the session.) 
 
Phase 2 Engagement (credit is possible for one or the other or both of these items) 
6. Parent begins the activity –The professional observes the parent and child for at least 30 
seconds before providing suggestions or modeling. If the professional models or suggests 
a way to complete the activity before the parent tries it, no credit is given. Ideally, 
immediately after set up, the interventionist will invite the parent to attempt the activity 
by using a statement inviting parent participation such as “Show me how you would do 
this,” or “If we are working toward [state outcome], show me how you would try to 
accomplish that through this activity.” 
7. Early intervention TVI support – The Early intervention TVI provides feedback or 
suggestions. This must include active engagement from the interventionist in the 
form of descriptive feedback or verbal prompts while the parent works directly with 
the child. For example, the interventionist might point out how the child responds to the 
parent or how the child uses their vision. Then, the interventionist might suggest that the 
parent try adding or changing a visual support to see how the child reacts. No credit is 
given for the time that the interventionist works directly with the child even if talking 
with the parent about how or why they are doing what they are doing. 
 
Phase 3 Reflection 
8. Session Reflection – The parent and professional return to the written notes and discuss what 
worked and what did not work, making changes to the planning notes as needed. This 
must include reference to written notes, preferably these will be notes that were 
prepared in the planning phase. Ideally, additional notes will be made related to what was 
learned while practicing the activity during the session. For example, while practicing, 
the parent and interventionist may have found out that altering the blinds to reduce glare 
	 131 
caused by sunlight helped the child see the food on his or her tray. This note could be 
added to the written document for future reference. 
9. Extension – The parent and professional consider ways in which the activity could be applied 
in different routines, with different materials, or with different people. This provides the 
parents an opportunity to consider ways to apply the skills being learned across their 
child’s routines (generalization). This must include 1) asking the parent how they 
might be able to integrate the skill into their daily life. 
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Appendix C 
Matrix Planning Worksheet 
A blank worksheet is provided followed by a sample of a completed matrix worksheet as filled 
out by a study participant during an intervention session during the coaching portion of the study 
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Appendix D 
Early Intervention TVI Demographics Survey 
The survey will be completed by early intervention TVIs at the beginning of the study using an 
online platform. 
 
Information about you 
 
1. When and where did you complete your training as a TVI? (short answer) 
2. If you completed training in O&M, when and where did you complete your training? 
(short answer) 
3. What, if any, formal training have you received in the education of young children that 
includes children ages birth to three? (Check all that apply) 
o Associate's degree in a child development or early childhood field 
o Bachelor's degree in a child development or early childhood field 
o Master's degree in a child development or early childhood field 
o Doctorate degree in a child development or early childhood field 
o While I don't have a degree in an early childhood field, I have taken 1 to 2 college 
level courses specific to early childhood. 
o While I don't have a degree in an early childhood field, I have taken 3 or more 
college level courses specific to early childhood. 
o My TVI training included birth to 3 
o My O&M training included birth to 3  
o Other (please describe) 
4. How many years experience have you worked with children in early intervention ages 
birth to three? (Please include all years, even if these are not consecutive years.) 
o Less than one year 
o 1-2 years 
o 3-4 years 
o 5-9 years 
o more than 9 years 
5. What is the age of the individual children on your current vision caseload? (check all that 
apply) 
o Birth to 3 years 
o Preschool 
o Elementary 
o Middle school 
o High school 
o Adult 
6. How well did your TVI training program prepare you to work with children ages birth to 
three? 
o Extremely well 
o Very well 
o Moderately well 
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o Slightly well 
o Not well at all 
 
Information about the child who will be involved in the current study 
 
1. What is the child’s visual diagnosis? (short answer) 
2. How would you describe the child’s visual functioning?  
a. low vision  
b. severe visual impairment  
c. light perception  
d. blind 
3. For this study, you will need to see the child weekly. This may or may not be more 
frequently than is typical for you with this child. What is the frequency with which you 
had been seeing the child prior to this study? 
a. Four times a month (weekly) 
b. Three times a month  
c. Two times a month 
d. Once a month 
e. Less than once a month 
4. What outcomes have you primarily focused on with this child and his or her family 
during your early intervention services? (short answer) 
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Appendix E 
Parent Demographics Survey 
The survey will be completed by parents at the beginning of the study using an online platform. 
 
Information about your child’s services 
 
1. What is your child’s date of birth? (short answer) 
2. For how many months has your child been receiving early intervention services? Please 
include your earliest services even if they did not include vision services. (drop down 
menu listing 1 month through 36 months) 
3. For how many months has your child been receiving early intervention services from a 
teacher for the visually impaired (TVI)? (drop down menu listing 1 month through 36 
months) 
4. Other than vision, what early intervention therapy services does your child currently 
receive?  
a. Occupational Therapy 
b. Physical Therapy 
c. Speech Therapy 
d. Developmental Therapy 
e. Other (please describe) 
5. Who is usually present during early intervention services with the TVI? (select all that 
apply) 
a. Mother 
b. Father 
c. Grandmother 
d. Grandfather 
e. Unrelated caregiver 
f. Siblings (please list ages) 
g. Other 
6. Where are early intervention services from the TVI generally provided? 
a. Family home 
b. Childcare center 
c. Therapy center 
d. Hospital  
e. Other (please describe)  
7. What is your child’s visual diagnosis? (short answer) 
8. How would you describe your child’s visual functioning?  
a. low vision  
b. severe visual impairment  
c. light perception  
d. blind 
 
Information about your family 
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1. Marital status 
a. Single 
b. Married 
c. Divorced 
2. Mother’s Age (date of birth) 
3. Father’s Age (date of birth) 
4. Mother’s highest level of education (short answer) 
5. Father’s highest level of education (short answer)  
6. Who is available on a daily basis to help you care for you child(ren)? (short answer) 
7. List the ages of siblings living in the home (short answer) 
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Appendix F 
Recruiting Materials 
Recruiting Materials for Early intervention TVIs/Parents 
Recruiting materials were distributed through email to identified state contacts. The following 
verbiage were included in initial recruiting email messages: 
 
Participants are being sought for a study of early intervention services provided 
to infants and toddlers with visual impairments and their families by teachers of 
the visually impaired. You are eligible to participate if you currently serve at least 
one child under age 3 with a visual impairment.  
 
Participants will receive training and direct coaching related to early 
intervention visual impairment services. 
 
Professionals will receive approximately $200 for participation upon completion 
of the study 
Families will receive approximately $150 plus $50 in toys for participation upon 
completion of the study 
 
Professionals must serve the child under age 3 at least once each week 
throughout the duration of the study. The study is expected to last approximately 
16 weeks, and one weekly intervention session will be video recorded. 
 
For more details and further study requirements or to indicate your interest in 
participating, please contact Mindy Ely (217-899-1193, mely2@illinois.edu) or 
Dr. Michaelene Ostrosky (217-333-0260, ostrosky@illinois.edu) 
 
When presenting the research opportunity to families, professionals were asked to include the 
following statement in their description of the study: 
Participation in the study will require that intervention sessions be videotaped. 
Videotaped sessions will be viewed by the researchers and student raters unless 
you give consent for other uses of the video footage. Participation in this study is 
voluntary and if you decide not to participate, your intervention services will not 
be impacted in any way.  
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Appendix G 
 
Consent Forms (Parent and Child, Early intervention TVI) 
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Appendix H 
Pre- and Post-Interview Parent/Professional 
These interviews were expected to last less than 30 minutes each. Parents and early intervention 
TVIs were individually interviewed by phone after they completed the study. 
 
Pre-Interview Questions asked of Parents 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
2. What do you see as your role in your sessions with your early intervention TVI? 
3. How are sessions meeting your needs? 
 
Pre-Interview Questions asked of early intervention TVIs 
1. What do you see as your role in your early intervention sessions with [target family 
name]? 
2. What do you see as [target family name] role in your early intervention sessions? 
3. How are sessions meeting the needs of [target family name]? 
 
 
Post-interview Questions asked of Parents 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
2. Has the role of the early intervention TVI changed through your involvement in the 
study? 
3. What do you see as your role in your sessions with your early intervention TVI? 
4. Has  your role changed through your involvement in the study? 
5. How are sessions meeting your needs? 
6. Has this changed through your involvement in the study? 
7. Can you describe what you noticed, if anything, about the changes to your sessions once 
your early intervention TVI began using the Matrix Approach? 
8. Given the three components of the approach, which were planning, activity, and 
reflection, was there a piece of those three that you especially liked or disliked?  
9. Do you feel that the use of the Matrix Approach is a beneficial way to organize a 
session? Can you explain? 
10. Do you want your interventionist to continue to use the approach in your sessions? 
11. Once [early interventionist TVI] started to use the Matrix Approach in your sessions, was 
there an impact to your use of those strategies that were practiced during the session 
throughout the week?  
12. Is there anything else that you wanted to share about your experience as part of the study 
or about your experiences with the Matrix Approach?  
 
Post-interview Questions asked of early intervention TVIs 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
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2. Has the role of the early intervention TVI changed through your involvement in the 
study? 
3. What do you see as your role in your sessions with your early intervention TVI? 
4. Has your role changed through your involvement in the study? 
5. How are sessions meeting your needs? 
6. Is there a difference in the way that sessions are meeting the needs of the family as a 
result of your involvement in the study? 
7. Was the coaching with [the researcher] an essential piece to helping you understand and 
use the Matric Approach, or do you think you could have reached fidelity to the approach 
through the online training without the coaching? 
8. Can you describe what you noticed, if anything, about the changes to your sessions once 
you began using the Matrix Approach? 
9. Given the three components of the approach, which were planning, activity, and 
reflection, was there a piece of those three that you especially liked or disliked?  
10. Do you feel that the use of the Matrix Approach is a beneficial way to organize a 
session? Can you explain? 
11. Do you plan to continue to use this approach in your sessions with this family? 
12. Would you adapt or change the method at all with this family?  
13. Will you or have you used the approach with other families?  
14. You mentioned during coaching that you have used the Matrix Approach with other 
families on your caseload, is there anything about a family that influences your decision 
about whether or not you’ll use the approach with them? 
15. Have you adapted this approach as you’ve used it with any of the other families on your 
caseload? 
16. Once you started to use the matrix approach was there an impact to [the target family]’s 
use of those strategies that were practiced during the session throughout the week?  
17. What impact did using the Matrix Approach have on your own practice? 
18. Is there anything else that you wanted to share about your experience as part of the study 
or about your experiences with the Matrix Approach?  
 
 
Summary of Participant Responses 
 
Pre-Interview Questions asked of Parents with summary of responses 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
a. Lori 
i. Teach child skills 
b. Mary 
i. Work with the child on vision 
c. Olive 
i. Work with the child to use hands and use vision 
d. Nann 
i. Professional is the expert 
ii. Brings knowledge to the sessions 
iii. Recommended resources and tips 
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iv. Professional works with the child and Nann steps in if the child is not 
engaging with the professional 
2. What do you see as your role in your sessions with your early intervention TVI? 
a. Lori 
i. Watch professional and imitate that model between sessions 
b. Mary 
i. Watch professional and imitate that model between sessions 
ii. Son doesn’t do as well when Mary  is involved 
c. Olive 
i. Observe because son doesn’t cooperate if Olive is involved 
d. Nann 
i. Team approach 
ii. Nann takes knowledge learned in the session and uses it through the week 
iii. Real learning happens between sessions 
3. How are sessions meeting your needs? 
a. Lori 
i. Professional does a good job 
ii. Child has learned from professional 
b. Mary 
i. Teach Mary how to work with son 
ii. Child has improved use of vision and learned other skills from 
professional 
c. Olive 
i. Early intervention is helping the child meet goals 
d. Nann 
i. Child is learning to trust professional and playing with her 
ii. Sessions are going well 
 
Pre-Interview Questions asked of early intervention TVIs with summary of responses 
1. What do you see as your role in your early intervention sessions with [target family 
name]? 
a. Abby 
i. Work with the child to see what the child can do 
ii. Develop what the child can do 
iii. Work with the parent so that the parent can follow through 
b. Beth 
i. Educator for parent and team 
ii. Identify how vision effect daily routines and how that effects learning 
iii. Identify how to help family in their environment 
iv. Identify family needs 
c. Dawn 
i. Take what family is doing and shape their perspective to see how vision is 
involved 
ii. Provide developmental information 
iii. Prepare the child for preschool 
iv. Support and advocate for the family 
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v. Provide resources 
vi. Find the unique way that the child learns 
vii. Provide knowledge about vision 
viii. Bring the family to a place of acceptance of the vision loss 
d. Chris 
i. Informant about vision diagnosis and its impact 
ii. Reassure and calm parent about vision loss 
iii. Identify where the family needs help 
iv. Help other therapists 
v. Connect parent with support opportunities 
2. What do you see as [target family name] role in your early intervention sessions? 
a. Abby 
i. Learn and provide input on what they observe 
ii. Ask questions 
b. Beth 
i. Lead in the child’s growth and development 
ii. Apply strategies in daily life 
c. Dawn 
i. Cooperate with the team and take information and use it in everyday 
routines 
ii. See professional as the resource 
iii. Let the professional introduce something but then the parent can take 
ownership and see if the idea or strategy is going to help 
d. Chris 
i. Parent works with the child 
ii. Parent is the educator 
iii. Chris tries to get the parent to take the child, introduce new things, and 
then integrate that into the routine on a consistent basis 
3. How are sessions meeting the needs of [target family name]? 
a. Abby 
i. Mother is open to Abby’s ideas and suggestions 
ii. Struggle is that the mother is very quiet and does not engage unless 
prompted to do so 
b. Beth 
i. Mother is young and Beth is working to get the mother more involved 
ii. Mother tends to expect Beth to work with the child and then the mother 
will apply it after the session 
iii. Beth would like the mother to be more involved during the session 
iv. The mother is willing and is a good mom 
c. Dawn 
i. Would like to see the mother more involved 
ii. Child doesn’t want to do “sit-down” work 
iii. Would like to see more of a partnership with the mother 
d. Chris 
i. Family has other child with the same diagnosis 
ii. This child is slower to develop 
	 150 
iii. Working to calm the mother 
iv. The child is doing well and making progress, slowly 
 
Post-interview Questions asked of Parents with summary of responses 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
a. Lori 
i. Facilitate and work on strategies 
ii. Give recommendations 
b. Mary 
i. Guide Mary to do activities with the child that would help him 
c. Olive 
i. Support the family 
ii. Facilitate the three steps of the Matrix Approach 
d. Nann 
i. Expert in vision 
ii. Bring different suggestions, strategies, and ideas that Nann doesn’t know 
about 
iii. Give advice on accommodations 
2. Has the role of the early intervention TVI changed through your involvement in the 
study? 
a. Lori 
i. No 
b. Mary 
i. Yes, before the professional was in charge. Mary didn’t know much about 
the vision loss. 
ii. Now, Mary has a better understanding of the vision loss and that made it 
easier. 
iii. Now, Mary trusts the therapist more and can talk about issues. 
iv. The professional has grown as a professional 
c. Olive 
i. More aware of how to support the child 
ii. More aware of how to use his cane and implement strategies into daily 
routines 
iii. The professional took a step back as opposed to being the lead after using 
the Matrix Approach 
d. Nann 
i. No, the professional has always been amazing 
3. What do you see as your role in your sessions with your early intervention TVI? 
a. Lori 
i. Working with the child on skills 
b. Mary 
c. Olive 
i. Leader of the session 
ii. Olive has more input into what she wants to do and what she thinks is 
important, she provides more direction to the session 
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d. Nann 
i. Cooperatively work together to find the best strategies to help the child 
use his vision 
ii. Professional is an expert in vision and Nann is an expert on her child 
4. Has your role changed through your involvement in the study? 
a. Lori 
i. No 
b. Mary 
i. Yes, now the Mary leads and works with her child while the professional 
guides the parent 
ii. Mary better understands her child and how to help him 
c. Olive 
i. Yes, Olive used to sit back and follow the professional’s lead 
ii. Now Olive has a better understanding of how to help her son on her own 
d. Nann 
i. No, Nann was always in an active role. 
ii. But, Nann felt she was missing out on things because she was supposed to 
be identifying what was going to be worked on  
5. How are sessions meeting your needs? 
a. Lori 
i. Helped Lori understand the needs of her child 
b. Mary 
i. Professional has helped Mary learn about what will help her child see 
better and navigate the environment, this is important because it is hard to 
parent a child that can’t see and know what will help him grow and 
progress 
ii. Professional has taught Mary about concepts like contrast and how that 
impacts daily routines 
iii. All of this has made life easier and helped Mary know how to help her son 
c. Olive 
i. Needs and expectations are being met beyond what was expected 
ii. Son is making developmental gains that are huge and impacting the whole 
family 
d. Nann 
i. The professional answers question or does research to find answers if she 
doesn’t know the answer.  
6. Has this changed through your involvement in the study? 
a. Lori 
i. No 
b. Mary 
i. Yes, Mary has gained understanding and skills. This has made life easier. 
This change has happened because the professional has involved Mary in 
the entire session. 
c. Olive 
i. Yes, more specific goals and the needs are being met better than before 
resulting in much more improvement 
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d. Nann 
i. No 
7. Can you describe what you noticed, if anything, about the changes to your sessions once 
your early intervention TVI began using the Matrix Approach? 
a. Lori 
i. More organized and visually organized 
ii. Lori had more of a lead role while the professional took less of a lead role  
b. Mary 
i. Every session we were making progress 
c. Olive 
i. The professional stepped back and the focus was more on daily needs 
ii. There was a focus on routines and how to work strategies into routines in 
a meaningful way 
iii. Olive had a better idea of how to help her son in his daily routines and the 
specific needs he has 
d. Nann 
i. Stifling because Nann had to identify what would be worked on in each 
session  
ii. Using the Matrix, the professional might not bring ideas to the session 
because the parent is directing the session 
iii. There needs to be a combination of perspectives from both sides but using 
the Matrix Approach leaned more toward the parent input and that was 
concerning to Nann 
8. Given the three components of the approach, which were planning, activity, and 
reflection, was there a piece of those three that you especially liked or disliked?  
a. Lori 
i. Liked reflection because it reviewed everything and identified what 
worked and needed more work 
ii. No dislikes 
b. Mary 
i. Didn’t like planning and deciding what was going to be worked on during 
the session 
ii. Liked the activity because it helped her child learn something new 
iii. Liked the reflection because it allowed Mary and the professional to 
decide what to do next 
c. Olive 
i. The activity piece because it allowed Olive to take the time to plan what 
was going to happen and how to relate it to her routine throughout the 
week 
ii. All the components were necessary to reach her goals and have the 
outcomes that they did 
d. Nann 
i. The planning part needed more balance. It should be joint planning and 
not just the parent.  
9. Do you feel that the use of the Matrix Approach is a beneficial way to organize a 
session? Can you explain? 
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a. Lori 
i. Yes, it helped the parent understand the child’s strengths 
b. Mary 
i. Yes, planning helped the Mary know what was going to happen in the 
session, then the activity, then reflection helped identify what Mary should 
or shouldn’t be doing and how things could be done differently. 
c. Olive 
i. Yes, it helped outline the steps necessary to reach an outcome and revise 
them if necessary 
ii. It helped the family understand why the outcomes worked or did not work 
d. Nann 
i. With modification, it could be beneficial 
ii. Needs more balance so that the vision therapist can provide insight and 
wisdom as well as the parent 
10. Do you want your interventionist to continue to use the approach in your sessions? 
a. Lori 
i. Not all the time 
ii. Prefer for professional to work with her child so that Lori can see new 
strategies that the therapist uses. 
b. Mary 
i. Yes, all three steps. While Mary didn’t like planning, she felt it was 
beneficial. All three steps are necessary for a good session. 
c. Olive 
i. Yes, all of the parts. They were all necessary to reach the outcomes and 
progress that were realized. If one part were missing it would make the 
approach less effective 
d. Nann 
i. Nann’s child aged out of early intervention. However, if they were to 
continue services, she would not want it used as designed. There would 
need to be modification to ensure balance. 
ii. Nann was concerned that the approach did not foster opportunities for the 
professional to share new and innovative ideas 
iii. Nann could see benefit for use with a parent who was completely 
uninvolved as a means to get that parent more involved 
11. Once [early interventionist TVI] started to use the Matrix Approach in your sessions, was 
there an impact to your use of those strategies that were practiced during the session 
throughout the week?  
a. Lori 
i. Yes, Lori used strategies more often 
ii. When Lori saw growth in her child, she wanted to continue to use the 
strategies and see progress 
b. Mary 
i. Yes, the reflection helped Mary see how to incorporate strategies into the 
week.  
ii. Mary used the strategies every day because of the reflection. 
c. Olive 
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i. Yes, there was more understanding about how to use the strategies and it 
felt like there were more opportunities to use them since the strategies 
were working 
ii. Once Olive started to see progress, it was hard not to continue to use the 
strategies 
d. Nann 
i. No, the family used the strategies frequently before 
12. Is there anything else that you wanted to share about your experience as part of the study 
or about your experiences with the Matrix Approach?  
a. Lori 
i. No 
b. Mary 
i. Experience with the approach was great, it really worked 
c. Olive 
i. The study was a great opportunity and Olive learned a lot 
ii. She can better support her son on a daily basis and feels like she is more 
confident since she has more skills and experience working with her son 
on her own 
d. Nann 
i. The approach could be a great idea with some modifications 
ii. Good to try, but the professional was already amazing 
 
Post-interview Questions asked of early intervention TVIs with summary of responses 
1. What do you see as the role of the early intervention TVI in your early intervention 
sessions? 
a. Abby 
i. Help the parent know how to work with her child 
ii. Make adaptations to help her succeed 
b. Beth 
i. Support for parent to better understand the child’s diagnosis and advocate 
for the child’s needs 
ii. Support the parent to know how to modify the environment to help her 
child develop and learn 
c. Dawn 
i. Support the family and give guidance 
ii. Being a consultant for the family and meet their needs 
d. Chris 
i. Identify what the child needs 
ii. Identify what the mother needs to help her child 
2. Has the role of the early intervention TVI changed through your involvement in the 
study? 
a. Abby 
i. Yes, understanding what it actually looks like to support the family 
b. Beth 
i. No 
c. Dawn 
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i. Before Dawn saw her role as going in to teach the parent about what their 
job was. Now Dawn listens to the parents input and opinions. 
ii. Before Dawn came in with a plan and all the pieces. Now Dawn goes in 
with very little and may not use anything she brought in. 
iii. Dawn was the expert and told the parent what the child needed 
d. Chris 
i. Yes, more focused on what the family was looking for. 
3. What do you see as the parent’s role in sessions with you? 
a. Abby 
i. Active participant 
ii. Brainstorm with Abby about what the parent wants to happen and ways 
that they can get there. 
b. Beth 
i. Leader in session and child’s growth and development 
ii. Support for the child 
iii. Applying what is learned into daily activities 
iv. Learning about how to advocate for the child’s needs 
v. Building confidence to do all of this 
c. Dawn 
i. The parent has become the leader and advocate. She gives input on what 
she wants to see happen in the session. She advocates for what she thinks 
is best for her son 
d. Chris 
i. Trying new things with her child and carry them over into daily routines 
4. Has the parent’s role changed through your involvement in the study? 
a. Abby 
i. Yes, the parent contributes ideas, makes suggestions, and in some ways, 
leads the sessions 
ii. Abby supports the parent and helps when needed 
iii. Before, Abby felt she needed to be the active participant and pull the 
parent along 
b. Beth 
i. Yes, Beth feels more confident that the mother is taking a lead role 
ii. The mother has more confidence and can verbalize what she is seeing in 
her child and can explain it to other people 
c. Dawn 
i. Yes, the mother was a little more passive. Her role was to be present and 
she didn’t know how to get involved and Dawn didn’t know how to get her 
involved. But, through the study, the mother has become the one to lead 
the session 
d. Chris 
i. No 
5. How are sessions meeting the family’s needs? 
a. Abby 
i. Able to address the parent’s concerns and the things the parent wants her 
child to be doing 
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ii. The parent has learned how to accomplish her goals for her child on her 
own 
b. Beth 
i. The parent is leading and Beth is supporting what will be worked on 
based on where the mother asks for guidance 
ii. Sessions are geared to the parent’s needs and her concerns to support her 
child.  
iii. The parent is identifying the needs and also where she needs support 
iv. The parent is taking ownership of this lead role 
c. Dawn 
i. sessions are closely linked to what is important to the mother and this 
makes her more actively involved because the things genuinely matter at 
the time 
6. Is there a difference in the way that sessions are meeting the needs of the family as a 
result of your involvement in the study? 
a. Abby 
i. Yes, before sessions were not meeting all of the child or family’s needs, 
specifically not for the long-term 
b. Beth 
i. Yes, before Beth was taking the lead in helping the mother decide what 
was going to be worked on. Now, the mother is deciding and this gives her 
the opportunity to lead. 
ii. Builds mother’s confidence 
iii. Now Beth supports where the mother really needs it rather than where 
Beth thinks that the mother needs it 
c. Dawn 
i. Yes, now sessions are closely linked to what the mother feels is important 
and this makes the mother more actively involved because the things 
genuinely matter to her at the time 
d. Chris 
i. Yes, because it showed Chris what the mother wanted to work on 
ii. The mother was frustrated that she had to identify what would be worked 
on. She felt like she was missing out. 
iii. Beth tried to explain to the mother that vision could be integrated into 
whatever concern was brought up, but the mother still feared she was 
missing out 
7. Was the coaching with [the researcher] an essential piece to helping you understand and 
use the Matric Approach, or do you think you could have reached fidelity to the approach 
through the online training without the coaching? 
a. Abby 
i. The online training was self-explanatory, but the coaching helped to fine-
tune understanding 
b. Beth 
i. The coaching was very important. 
ii. The video clips helped Beth see what she was doing and could be 
improved 
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c. Dawn 
i. The coaching was really helpful 
ii. Coaching provided expertise that pinpointed specific things 
iii. The video clips helped Dawn see what she did and could do differently 
d. Chris 
i. The coaching was very helpful 
ii. The video clips along with the discussion and feedback Chris put the 
approach into practice 
8. Can you describe what you noticed, if anything, about the changes to your sessions once 
you began using the Matrix Approach? 
a. Abby 
i. Significant difference in the parent involvement. The parent was 
disconnected before, but through the study she became actively involved. 
The parent brought up ideas before Abby asked 
ii. The parent has a clearer picture of the parent role 
iii. Before Abby had a hard time getting the parent involved and so Abby 
worked directly with the child. But now Abby does more observation. Abby 
sets up something with the parent and then guides the parent through 
implementing those ideas 
iv. As the study progressed, Abby felt less of a need to provide guidance 
during the activity because the mother was trying things without Abby’s 
prompting 
b. Beth 
i. The mother was taking the lead by deciding what she wanted to work on, 
what she wanted support on, setting up the environment and doing the 
activity with the child 
ii. Beth stepped back and observed and supported the parent providing 
suggestions for improvement or modification 
c. Dawn 
i. Using the Matrix helped to focus the session. Setting outcomes at the 
beginning made it easier to see the purpose of the session. 
ii. It helped Dawn to pause and think about the developmental aspect to 
narrow the goal into specific skills that could be worked on 
d. Chris 
i. Using it with other families 
ii. Chris doesn’t do it all the time 
iii. It gives more insight into what the parent wants more help with 
9. Given the three components of the approach, which were planning, activity, and 
reflection, was there a piece of those three that you especially liked or disliked?  
a. Abby 
i. Reflection was difficult because it felt repetitive and unnatural 
ii. Abby enjoyed the activity part and watching the change in how the mother 
and child interacted and also how Abby had to change in order to foster 
that parent-child interaction 
b. Beth 
i. Didn’t dislike anything 
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ii. Liked planning together with the parent, what the parent wants to work 
on, how she wants to set the environment, and accomplish the activity. 
iii. Beth liked that the parent was deciding what would be worked on rather 
than doing what Beth thought should be done 
c. Dawn 
i. All the pieces were necessary to structure the mindset.  
ii. The activity was difficult at first because it was hard for Dawn to not take 
over. But, now it seems to have been the most important part because it 
allowed the parent to take over and allowed Dawn to give support 
iii. The reflection gave Dawn an opportunity to tell the parent what they did 
well 
d. Chris 
i. Liked the planning as Chris learned about family priorities that she didn’t 
know were priorities 
ii. Felt redundant during the activity to point out vision things since the 
mother already knew those things 
10. Do you feel that the use of the Matrix Approach is a beneficial way to organize a 
session? Can you explain? 
a. Abby 
i. Yes, it put the responsibility on the parent to lead and decide their 
priorities 
ii. Helped to connect the parent and child. Changed how they relate and the 
mother’s ability to do that 
iii. The parents felt the work was more worthwhile because it was their 
priority 
b. Beth 
i. Yes, the planning piece and the activity where the parent is interacting 
with their child.  
ii. Beth’s role in affirming the parent, providing feedback and praise as well 
as accommodations 
iii. The reflection where we think about what happened and what can be done 
next time 
iv. Beth didn’t like the form because it wasn’t conducive to parent follow 
through or for use in the next session. Also, there wasn’t enough room to 
write notes. 
c. Dawn 
i. Yes, it gives direction and gets everyone ready for what is going to happen 
during the activity 
ii. Planning allows you to develop a plan with guidelines to follow 
iii. The form helped remind Dawn of the pieces of the approach 
iv. It is helpful to have the notes written on the form about how routines are 
being done so that you can look back and see how they are done  
d. Chris 
i. Good for organization of the session, but it is not good to use every time 
because progress from week to week is not significant enough for new 
priorities each week. 
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11. Do you plan to continue to use this approach in your sessions with this family? 
a. Abby 
i. Yes, but with modifications. Mainly use the structure but without the form 
ii. Begin by discussing what the mother wants to work on while letting her 
take the lead on that discussion 
b. Beth 
i. Yes 
c. Dawn 
i. Yes 
d. Chris 
i. This family aged out, but Chris has been using it with other families. 
12. Would you adapt or change the method at all with this family?  
a. Abby 
i. Some sessions lend themselves to a less structured approach, but most of 
our visits will be done using the structure of this method as designed. 
b. Beth 
i. The professional would not change anything except the form. 
c. Dawn 
i. No, but probably with other families. This family has done well with the 
Matrix Approach and it has become routine. We will not change it. 
13. Will you or have you used the approach with other families?  
a. Abby 
i. Yes, even using the form and the whole approach for some families.  
ii. With other families Abby has used the concepts, asking the family what 
they want to work on and asking more questions 
b. Beth 
i. Yes, with new families especially 
ii. Harder to integrate with existing families because they are used to a 
passive role with Beth as the lead 
iii. Harder during joint visits. Beth has not worked it into joint visits 
iv. Beth expects to eventually use it with all her families 
c. Dawn 
i. Yes, Dawn has used it without adaptations with one family. She might use 
it with adaptations with other families.  
ii. Dawn will use it with most of her families. 
d. Chris 
i. Yes, with some. 
14. You mentioned during coaching that you have used the Matrix Approach with other 
families on your caseload, is there anything about a family that influences your decision 
about whether or not you’ll use the approach with them? 
a. Abby 
i. Those that are eager to learn or those that are disconnected or passive 
b. Beth 
i. It’s harder for those families that are disconnected because they expect 
Beth to lead and have more difficulty voicing their concerns, but those are 
probably the families that would benefit the most. 
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ii. It’s harder to use in joint sessions when Beth is not the team lead and is 
not there on a weekly basis 
iii. Easier when Beth is the team lead and, therefore, at the home weekly 
c. Dawn 
i. The dynamics of the family. Some are not ready for this much structure. 
d. Chris 
i. Difficult when a child only has vision loss and the family doesn’t have any 
concerns about their child 
ii. Difficult with the family that is less willing or in denial that there are any 
issues. 
iii. Chris has been using it as a starting point to understand the families 
concerns and brainstorm solutions. 
15. Have you adapted this approach as you’ve used it with any of the other families on your 
caseload? 
a. Abby 
i. Doesn’t necessarily use the form and go through each step individually 
ii. Uses it to structure a natural conversation without taking notes 
iii. Has been easing families into it by asking more questions and focusing on 
what is important to the family 
b. Beth 
i. Beth has been using it as designed with no adaptations 
ii. Beth is not sure what the families think of the form, but Beth uses the form 
to refer back to at the next visit 
c. Dawn 
i. Adapts it based on the family’s readiness. Some families are ready to 
make decisions, others need a little more guidance. This impacts the 
amount of preplanning that Dawn does and how much she asks of parents 
during the session. 
d. Chris 
i. Chris does not use it as designed, but uses it more like a planning tool to 
learn what the family wants to work on 
16. Once you started to use the matrix approach was there an impact to [the target family]’s 
use of those strategies that were practiced during the session throughout the week?  
a. Abby 
i. Maybe not, but the family is more aware and thinks about things 
throughout the week 
ii. The parent is probably not sitting down and doing the activity exactly, but 
is integrating strategies more into their routines 
iii. The parent now has the confidence that she can figure out solutions on her 
own when issues arise and identify those issues rather than relying on the 
professional to identify issues and solutions 
b. Beth 
i. Yes, the parent said she was using the strategies 2-3 times during the week 
and talking to the rest of the family about using the strategies as well 
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ii. The priorities were those that the mother had identified and this made 
them more important to her so that she took ownership and followed 
through during the week 
c. Dawn 
i. Yes, the mother saw success with feeding. The Matrix helped us scale 
down what was considered success. Once she had a routine and it worked, 
then she was doing it several times a week. 
ii. The amount of time they were doing it during the week increased because 
the mother had a plan and she was comfortable with it and the child 
responded to having the constant routine 
d. Chris 
i. Yes, it was very focused and that made the family more aware 
17. What impact did using the Matrix Approach have on your own practice? 
a. Abby 
i. It made Abby rethink her role and why she was doing things the way she 
was doing them 
b. Beth 
i. Beth learned to take a step back and focus on learning what the family 
wanted, what they were struggling with, where they needed support, and 
letting them have a voice. 
ii. It took some pressure away from Beth while putting control in the hands of 
the parent 
iii. The parent is more confident. She flourished. There was growth in the 
interaction between the mother and her son 
c. Dawn 
i. Dawn has gotten more comfortable with having a conversation with the 
family about what the child is doing and what the next steps are to reach 
their outcome 
d. Chris 
i. More aware of the family’s needs and figuring out how to solve the 
problem together 
18. Is there anything else that you wanted to share about your experience as part of the study 
or about your experiences with the Matrix Approach?  
a. Abby 
i. Great experience 
ii. Greatly improved Abby’s confidence in her ability to do her job as an 
early interventionist 
b. Beth 
i. Parent growth, confidence, and leadership 
ii. The parent and Beth are closer with a lot more communication 
iii. Beth found it helpful to be reminded that she is there to support the family 
and help them grow and learn rather than to be the expert 
c. Dawn 
i. The Matrix Approach is super helpful 
ii. Dawn likes that the form prompts the three phases of the approach 
iii. The coaching was nice to help shape the thought process 
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iv. In early intervention families are open and we have an opportunity to 
make it positive and empower them in a way that can continue the rest of 
the child’s life 
v. This study could fine tune our early intervention work to make that happen 
for families 
d. Chris 
i. Great approach 
ii. Helps the family feel like they are the ones in control 
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Appendix I 
Online Module Outlines 
Module 1: FCRB Practices 
• FCRB practices defined 
• Rationale for their use with young children 
• Rationale for their use with young children with visual impairments  
 
Module 2: The Matrix Approach 
• Routines Based Interview and Functional Vision Evaluation 
• The three phases (Planning, Engagement, Reflection) 
• Introducing the paperwork 
 
Module 3: Phase 1 Planning 
• Identifying routines and preferred outcomes 
• Identifying strengths and needs 
• Collaborative problem-solving to build the matrix 
• Choosing an activity 
• Setting up the activity 
 
Module 4: Phase 2 Engagement 
• Establishing the dyad: Importance of parent and child being face to face 
• Inviting parents to begin 
• Early intervention TVI role and using triadic strategies 
 
Module 5: Phase 3 Reflection 
• Adapting the matrix 
• Reflecting on the application across family routines 
• Reviewing the three phases (Planning, Engagement, Reflection) 
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Appendix J 
Coaching Checklist and Procedure 
Coaching of early intervention TVIs occurred during the intervention phase following each 
weekly session. Coaching lasted about 30 minutes using Zoom technology. 
 
Checklist 
______ Introduction and greeting 
______ Data on adherence to the approach 
______ Practice affirmation 
______ Practice for improvement 
______ Goals for next session 
 
Procedure 
Introduction and greeting 
Data on adherence to the approach – Based on video data, the researcher shared with the early 
intervention TVI the percentage of her adherence to the approach.  
Collaborative discussion affirming practice – The researcher and early intervention TVI 
discussed positive practices displayed in the session. When applicable, video clips 
were used to support the discussion. The researcher and early intervention TVI 
viewed the clips together and then discussed why they reflected good practice.  
Collaborative discussion of how practice could be improved - The researcher and early 
intervention TVI also discussed practices that could be improved. When 
applicable, they viewed video clips to support this discussion. The researcher 
asked the early intervention TVI to reflect on how this practice could be enhanced 
in the future. The researcher affirmed the early intervention TVI or provided 
additional suggestions and/or resources for improvement. 
Collaborative development of goals for next session – To close each coaching session, the 
researcher asked the early intervention TVI to identify one or two goals for 
continuation or changes in practice for the next session with the family. 
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Appendix K 
Coaching Follow-Up: Sample Email 
 
Hi Abby, 
It was great to talk with you this afternoon. Below is a recap of some of the points we talked 
about. Our next session is set for Friday at 2pm. 
 
1. Fidelity to the approach: 56% 
• The components that you did not complete included choosing an activity from the matrix, 
setting up the environment, parent beginning the activity, and providing triadic strategies 
to encourage parent/child interactions. However, this was understandable given that the 
mom had just had a baby. Hopefully, the mother will feel more available to engage at the 
next session. 
2. Comments about the session: 
• You continue to do a really nice job asking the mother open-ended questions to promote 
brainstorming and interactive discussion throughout the session. 
• You provided great feedback to the mother including a nice progression from 
highlighting the child's skills, providing developmental information including next steps, 
and offering suggestions for how the parent can encourage this development. This 
required you to apply critical thinking in the moment that was appropriate for the 
behaviors you observed. This is important as it builds parent competence through parent 
education about things that are priorities for the parent.  
• Consider beginning discussions as the session begins about parent priorities by 
recounting what was worked on at the last session. This will give you an opportunity to 
ask how the skills were applied into daily life and whether the parent saw gains. Again, 
this builds parent competence by allowing her to see the importance of what she does 
with her child on a daily basis. If gains are realized, you can celebrate these gains and 
affirm the parent's part in helping her child reach her goals. 
3. Goals for next time 
• Use a discussion about last week’s goals as a way to begin the conversation about what 
the parent's priorities are for this week.  
• Encourage the mother to work hands-on with her child. If the new infant is in the room, 
find ways to build the activity so that the mother can still engage with Alia. 
I look forward to talking with you on Friday! 
Mindy 
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Appendix L 
Coding Definition for Parent-Professional Collaboration 
 
(A) Affirm Parent Competence – Developmentally supportive interactions are warmly 
recognized and expanded upon, as are characteristics of child competence whether in 
planning, intervention, or reflection). Affirm what the mom says. 
 
(F) Focus Attention – Aspects of the interaction (in planning, intervention, or reflection) are 
commented upon, expanded or questioned in order to draw the parent’s attention to 
particular competencies or actions in self or child. Highlights a developmental 
opportunity. Explains why the child is behaving a certain way. Therapist asks a follow up 
question that elaborates on an idea or asks the parent to consider several alternatives. For 
example, "Is he walking on grass or sand, or different textures?" Connecting the dots for 
the parent, NOT just a positive statement about the child unless it describes competency, 
helps the parent see the importance, or explains the behavior. For example, the therapist 
might say, "I see him looking this way or that way." Or, "He is avoiding the toy because 
he doesn't like the texture." NOT "He's looking" or "Good reaching.”  
 
(DI) Provide Developmental Information – Information about the child’s development is given 
by verbally labeling or interpreting the child’s social-emotional, cognitive, language & 
motor abilities within the context of planning, carrying out, or reflecting on play, 
interactions, or activities of daily living. DI does not include simply asking if a child 
can/can't do a certain skill. 
 
(S) Suggest – Facilitator provides parent with specific suggestion to try with child within the 
context of planning, carrying out, or reflecting on play, interactions, or activities of daily 
living. This includes giving the parent a toy but does not include when the provider 
interacts directly with the child thereby showing how to play, as this would be modeling. 
Suggesting is NOT counted in the therapist asks "Where's mom," or provides suggestions 
to the baby about actions to take or how to play. But DOES count if the therapist uses 
child's voice to provide a suggestion for the mom such as "Mom, come get me."  
Suggesting also includes brainstorming with the parent such as when the parent and therapist 
both contribute original ideas and investigate solutions to developmental or routine-based 
problems. Or when the therapist suggests specific resources (books, website, specialists) 
for the parent to look at/go to. 
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Appendix M 
Coding Definition for Parent-Child Engagement 
Parent-Child Engagement is coded for portion of the session in which the activity occurs. 
Therefore, the beginning and end of the activity should be identified. Activity begins when the 
adult (parent or professional) first starts to engage the child in the activity that is the primary skill 
for the session. Once this is identified, the time is rounded to the nearest 5 seconds and this is 
marked as the beginning of activity. The end of the activity is identified by the time in the 
session in which the adults discontinue engaging the child in the primary skill and they do not 
return to it for the remainder of the session. This time is identified and rounded to the nearest 5 
seconds to mark the end of activity. If the adults break from the activity for any reason, but 
return to it, then there is no break in the activity segment and the entire segment from beginning 
to ending is considered the activity portion of the session. 
 
Within the activity portion of the session, Parent-child engagement is coded using duration 
coding based on the following coding definition. 
Parent-child engagement behavior – The parent and child are positioned so that 
they are in close enough proximity to interact. The child may be pointing 
her ear toward the parent or her head might be down or otherwise turned 
away from the parent due to a vision loss; however, the intent is that they 
are positioned in a manner to allow interaction with one another.  
 Parent-child engagement behavior is recorded if the parent is working 
directly with the child.  
 If the parent and interventionist are collaboratively working with the child, 
the code is used if the parent and child are positioned so that they can 
interact with one another and the parent is actively involved. For example, 
the code is used if the parent and interventionist are side-by-side and 
facing the child with each adult interacting with the child. 
Non-relationship behavior – The parent and child are not in close proximity to 
interact. For example, the parent is in an area away from the intervention 
being provided, or in another room.  
 A non-relationship behavior is also coded when no one is attending to the 
child, for example this might occur when the parent and interventionist are 
filling out paperwork or talking to one another about a subject unrelated to 
the activity in which the child is currently engaged. However, if the parent 
and interventionist are interacting, but the parent is simultaneously playing 
with or otherwise touching their child, the behavior should be coded as 
Parent-child engagement.  
 Non-engagement behavior also includes segments where the 
interventionist is working directly with the child and the parent is not 
actively involved (even if the parent is in close proximity to the activity). 
 The code should also be used if the child is sitting on the parent’s lap and 
facing the interventionist. 
	 168 
Begin and End of Engagement Behavior - The behavior will be coded using 
duration in seconds. Therefore, establishing when the behavior begins and 
ends must be clearly defined.  
 Parent-child engagement behaviors as defined above will begin when a 
parent is in position and begins to interact by touching or talking to the 
child. Both the positioning and the act of engagement must be met to 
begin recording duration. For example, the time period when the parent is 
in the process of getting into position, will not be recorded. If the parent 
talks to the child while settling into position, the recording will not begin 
until the position is established. The recorded behavior will continue as 
long as the position is maintained even if interaction is discontinued for 
short periods of time. However, the behavior will be said to end if non-
relationship behaviors as defined above persist for more than 10 
consecutive seconds following a period of behavior coded as parent-child 
engagement behavior. In such cases, at the end of the 10 consecutive 
seconds, the time recording will stop even though it will include the 10 
seconds of non-relationship behavior. 
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Appendix N 
Data Recording Sheet Participant	Name:	_______________________________________________										Date	of	session:	__________________________________________________		
Fidelity	to	the	Approach	Step	1:	Planning	 Step	2:	Engagement	 Step	3:	Reflection	
0 Routines	on	Matrix	 0 Parent	begins	the	activity	 0 Session	reflection	
0 Goals	on	Matrix	 0 EIVI	professional	support	 0 Extension	
0 Problem	Solve	Activities	 0 	 0 	
0 Choose	activity	 0 	 0 	
0 Set	up	environment	 0 	 0 				
Coding	Engagement			Beginning	Time	_________			Ending	Time	___________	
Beginning		
Time	Stamp	
Ending		
Time	
Stamp	
	 Beginning		
Time	Stamp	
Ending		
Time	
Stamp	
	 Beginning		
Time	
Stamp	
Ending		
Time	
Stamp			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 			 	 	 	 	 	 	 		
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A	–	Affirm																					
	F	–	Focus	Attention																										
DI	–	Developmental	Information																						
	S	–	Suggest	
	
Coding	Collaboration		0		 :30		 1:00		 1:30		 2:00		 2:30		 3:00		 3:30		 4:00		 4:30		 5:00		 5:30		 6:00		 6:30		 7:00		 7:30		 8:00		 8:30		 9:00		 9:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		10:00		 10:30		 11:00		 11:30		 12:00		 12:30		 13:00		 13:30		 14:00		 14:30		 15:00		 15:30		 16:00		 16:30		 17:00		 17:30		 18:00		 18:30		 19:00		 19:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		20:00		 20:30		 21:00		 21:30		 22:00		 22:30		 23:00		 23:30		 24:00		 24:30		 25:00		 25:30		 26:00		 26:30		 27:00		 27:30		 28:00		 28:30		 29:00		 29:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		30:00		 30:30		 31:00		 31:30		 32:00		 32:30		 33:00		 33:30		 34:00		 34:30		 35:00		 35:30		 36:00		 36:30		 37:00		 37:30		 38:00		 38:30		 39:00		 39:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		40:00		 40:30		 41:00		 41:30		 42:00		 42:30		 43:00		 43:30		 44:00		 44:30		 45:00		 45:30		 46:00		 46:30		 47:00		 47:30		 48:00		 48:30		 49:00		 49:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		50:00		 50:30		 51:00		 51:30		 52:00		 52:30		 53:00		 53:30		 54:00		 54:30		 55:00		 55:30		 56:00		 56:30		 57:00		 57:30		 58:00		 58:30		 59:00		 59:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		60:00		 60:30		 61:00		 61:30		 62:00		 62:30		 63:00		 63:30		 64:00		 64:30		 65:00		 65:30		 66:00		 66:30		 67:00		 67:30		 68:00		 68:30		 69:00		 69:30				 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 			
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Appendix O 
Application of Intervention 
A separate survey was created for each participant so that data could be collected by individual 
participant. A link to the online survey was emailed to each parent participant two to three times 
during baseline and intervention.  
 
Question #1: What skills or outcomes were the focus of your last intervention session with 
your vision provider? 
Question #2: Reflect back on your feeling's immediately after the session. Did the strategies 
that you worked on in the session address issues that were important to you, 
your family, or your child? 
Question #3: Give some examples of how, when, and who implemented these strategies since 
your last session. 
 
